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Next time you’re trying to decide which fund- 
raising firm shall direct your hospital campaign, 
remember this criterion by which you can learn a Edito 
lot about the merits of firms you’re considering. 
Look for “repeat campaigns.” spar! 
“Repeat campaigns” are those which a firm has Siete 
directed for the same institution .. . or for different verti 
iar EE ee assist 
institutions in the same city. 37 
cago; 
They show how often a firm has been asked back 0 
by those who have seen it in action. And profes- 
sional fund-raising firms seldom are asked back 
unless they’ve been successful in attaining their mn 
goals, unless they’ve enhanced the reputation of 16 (N 
the hospitals for which they’ve directed cam- ~ pe 
paigns, and unless they’ve dealt competently and cisco 
honorably with clients. 
= : : Advert 
We know of few better ways to evaluate campaign and d 
firms than to look for those which have directed atie 
. ° ( 
a number of “repeat campaigns.” 
Ketchum, Inc. takes great pride, on its 30th anni- ee 
: : a : ; ers 
versary in the hospital fund-raising field, in the tals, $ 
number of times it has been invited back to direct e liens Single 
: : : his Te invite, b part J 
campaigns for former clients and for new clients 0 ie directed the Wilhanr®°k by the 
. poe ti » et Uliams J 2 
in communities formerly served. ye ego, "alsing of $555 p (Pa.) 
2000 in Change 
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includi 
weeks’ 
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Ketchum, Ine. 
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CANT BEAT 
POWERS 
REGULATED 
SHOWERS 













Powers Type H Thermostatic Supply $-4629—for 
various hospital baths, X-Ray film developing, etc. 
Only one of many different types of fixtures shown 
in our HOSPITAL catalog. May we send you a copy? 








Extremeaccuracy 
make POWERS 
Type H mixers” . 
ideal for hydro- » 7 















Photos above: Leg 
and arm baths. 







At right: Continuous 
flow bath, 





me 














Thermostatic WATER MIXERS 


are SAFE against scalding caused by 


©) PRESSURE ov @) TEMPERATURE 


fluctuations in water supply lines 









Safer—because of their quick acting response to any change in tem- 








Mixer for Dial perature setting, pressure or temperature variations in water supply 
Exposed Diameter lines. Users report control within 42°F. Greater Comfort—shower 
Piping 3%” temperature remains constant wherever set. No jumpy temperatures. 








More Economical—POWERS thermostatic mixers promptly deliver 
showers at the right temperature...no waste of time, hot or cold water. 

For new installations or when modernizing obsolete showers . . . play 
safe, use Powers type H thermostatic shower mixers. May we send 
Circular H-48? CHICAGO 14, ILL., 2720 Greenview Ave.@ NEW YORK 17,N. Y., 231 E. 46th St. 
LOS ANGELES 5, CAL., 1808 W. Eighth St. @ TORONTO, ONT., 195 Spadina Ave. 


THE POWERS REGULATOR CO. 


OFFICES IN 50 CITIES @ SEE YOUR PHONE BOOK 





















Mina Over 55 Years of Water Temperature Control - > 
HOSPITALS AUGUS 






By keeping the incompatibles apart, 
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YOU CONTROL 
THE STABILITY 


New convenience and flexibility in B complex parenteral ther- SPECIFY 
a apy. Bejectal contains all five major vitamin B complex factors 
in a sterile solution. Chart shows how you can control stability 


for complete or partial use as needed. Bejectal is supplied in 





10-cc. combination packages through prescription pharmacies. 
ABBOTT LABORATORIES - NORTH CHICAGO, ILLINOIS Abbott’s Injectable B Complex Vitamins 


AT ROOM TEMPERATURE 


STABLE—Indefinitely STABLE—Up to two months STABLE—Indefinitely 


pom 35 


Bejectal remains stable indefinitely. 

When mixed the solution contains: 
Per Vial(10 cc.) 

Thiamine Hydrochloride.... 100 mg. 








Riboflavin... .cccccccccccee 20 mg. 

apenas eae pines sve-6 side 750 mg This is the best way to prepare When you expect 10 ce. to last longer 
SReaRE iE NNeD ... SP any Bejectal when you expect to use the than 2 months, this is the best way to 
aren penguipmee iioh ites satin entire 10 cc. within 2 months. Simply use Bejectal. For example, whenever 
in Water for injection U.S.P. withdraw 4 cc. of the contents from you want to inject a 1 cc. dose, simply 
Benzyl Alcohol, 0.9%, is added as a the small vial with a sterile syringe withdraw 0.4 cc. from the small vial 
preservative since the mixed solution and transfer to the large vial. Shake and 0.6 cc. from the large vial. Unused 
is for multiple doses. and Bejectal is ready for instant use. portion remains stable until needed. 
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American Hospital Association 51st Annual Convention—September 26-29, 1949; Cleveland. 


REGIONAL MEETINGS—1949 

Maryland- District of Columbia-Delaware— 
November 14-15; Wilmington, Del. (Du- 
Pont Hotel). 


REGIONAL MEETINGS—1950 


Association of Western Hospitals—April 24- 
27; Seattle, Wash. (Olympic Hotel). 


Middle Atlantic Hospital Assembly — May 
24-26; Buffalo, N.Y. (Memorial Auditorium 
and Convention Hall). 

Mid-West Hospital Association — April 12- 
14; Kansas City (Hotel President and 
Municipal Auditorium). 

STATE MEETINGS—1949 

California—November 17-18; Santa Barbara 
(Recreation Center). 





{ Davy * Literally laughed to near oblivion, 





Nitrous Oxid travelled the 


kerosene circuits as “Laughing Gas”—the 
inhalation of which was a frolicsome fad for 
long years before its medical properties were 
fully understood. As early as 1800, Sir 
Humphrey Davy discovered the anesthetic 
properties of Nitrous Oxid. Davy’s reports 
lay dormant for almost half a century while 
Nitrous Oxid became a plaything of promoters 
and charlatans who used it to amuse country 
audiences. From side show to surgery is a 
long step indeed—but thanks to science, 
Nitrous Oxid finally achieved rightful 
recognition as an anesthetic gas of 


inestimable value. 


Also of inestimable value ... 


the pre- 


administrative assurance of purity and 
uniform quality of content in every gas 
cylinder bearing the “Puritan Maid” label. 


WRITE FOR F 


“MEDICAL GASES — You 


r Invisi 


OLDER 
ible Friends” 





PURITAN COMPRESSED GAS CORPORATION 


ATLANTA BOSTON 


NEW YORK 


BALTIMORE 
DETROIT 


ST. LOUIS 


CINCINNATI DALLAS 
KANSAS CITY 


CHICAGO 
ST. PAUL 


“Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases and Gas Therapy Equipment 
PURITAN DEALERS IN MOST PRINCIPAL CITIES 





AMERICAN HOSPITAL ASSOCIATION CONVENTION 
Cleveland, Ohio 
Sept. 26th thru 29th — Booths 221 & 223 





Kansas—November 10-11; Topeka (Jayhawk 
and Kansas Hotels). 


Michigan—November 6-8; Grand Rapids. 


Mississippi — October 20-21; Biloxi (Buena 


Vista Hotel). 


Montana—October 14-15; Great Falls (Rain- 
bow Hotel). 


Nebraska—November 17-18; Omaha (Pax- 
ton Hotel). 


Oklahoma—November 17-18; Tulsa (Tulsa 
Hotel). 


Ontario—October 3!-November 2; Toronto 
(Royal York Hotel). 


STATE MEETINGS—1950 
lowa—April 21; Des Moines (Hotel Savery). 


Texas — March 7-9; Galveston (Buccaneer 
Hotel). 


OTHER MEETINGS—1949 


American Association of Blood Banks—No- 
vember 3-5; Seattle (Olympic Hotel). 


American Association of Medical Record 
Librarians—September 26-29; Cleveland 
(Hotel Hollenden). 


American Association of Nurse Anesthetists 
— September 26-29; Cleveland (Hotel 
Hollenden). 


American College of Hospital Administrators 
—September 24-25; Cleveland. 


American Congress of Physical Medicine— 
September 6-10; Cincinnati (Netherland . 
Plaza Hotel). 


American Medical Association Clinical Ses- 
sion—December 6-9; Washington, D.C. 


American Protestant Hospital Association— 
September 23-24; Cleveland (Hotel Stat- 
ler). 

American Public Health Association — Oc- 
tober 24-28; New York City (Hotels Stat- 
ler and New Yorker). 


OTHER MEETINGS—1950 


Methodist Hospitals and Homes— 
2; Chicago (Congress Hotel). 


March I- 


INSTITUTES 


(For additional information address Associa- 
tion headquarters, 18 E. Division Street. 
Chicago 10.) 

Institute on Advanced Accounting—October 
10-14; Boston (Somerset Hotel). 

Institute for Medical Record Librarians— 
November 14-18; Biloxi, Miss. (The White 
House). 

Institute on Hospital Planning—November 
28-December 2; Cincinnati (Netherland 
Plaza Hotel). ; 

Institute on Hospital Personnel Relations 
December 5-10; Chicago (Edgewater ster 
Beach Hotel). 
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“Look at these FLOWERS... 


have I got friends!’ 





Notice how a sick man, away 
from home, gets perky and cheerful 
when FLOWERS-BY-WIRE affive. 


Delivery to patients is easy 


F.T.D. members deliver Hospital Flowers in 


Send Flowers vase containers filled with long-lasting, chemi- 
Worldwide “S 
cally treated water. 


FLORISTS’ TELEGRAPH DELIVERY ASSOCIATION, 149 Michigan Avenue, Detroit 26, Michigan 
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In bright, spacious laundry department, are two 
NORWOOD CASCADE Washers, left. 4-Roll 
" STREAMLINE Ironer, right, irons all linens. 


American Extractor, right, removes water from 
washed work. Pieces not to be ironed, go to 
ZONE-AIR Drying Tumblers, left. 


All uniforms and staff's personal apparel are 
neatly ironed on this SUPER-ZARMO, SUPER- 
ZARMOETTE Press Unit. 
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To insure efficient operation of expanded fa- 
cilities from the start, Orthopaedic Hospital 


decided to modernize the laundry department 
first. Question: What size and type equipment 


Solution 


Hospital called in our Laundry Advisor. He 
carefully analyzed present and anticipated re- 
quirements. Based on his findings and expe- 
rience, he submitted recommendations and a 
suggested laundry layout. Latest, cost-reducing 
machines were installed in a new building. 


Kesults 


Plentiful flow of sterile-clean linens meets all 
requirements of increased hospital facilities. 
Laundering quality is outstanding. Equipment 
requires less operator effort; working condi- 
tions are improved. 


Large or small hospitals may obtain the service 
of our Laundry Advisor, without cost or obli- 
gation. WRITE TODAY. 


Every Department of the Hos- 
pital Depends on the Laundry 





Your hospital will benefit by se- 
lecting from American's complete 
line of most advanced & produc- 
tive hospital laundry equipment. 








quired as much trayel as the 
previous 60 days. The only con- 
vention listed on’ my schedule for 
June was the Catholic Hospital 
Association meeting at St. Louis. 


be PAST MONTH has not re- 


As usual, this convention was well 


_ attended and the program was ex- 


cellent. I attended only one day 
but was impressed both by the sub- 
ject matter and the fine supply and 
equipment exhibits. 








If you want 
Community 
Support 


for your 
envisioned 


CANCER 
CLINIC 





Here, in straightforward language, is a con- 
vincing sales talk to gain community support 
for an essential hospital service. A few copies 
distributed among community leaders will help 
your cause if you envision a cancer clinic 
service but lack enthusiastic backing. 


The supply is limited . . . order today! 
CLIP AND MAIL TO: 


HOSPITALS, American Hospital Association, 
18 E. Division Street, Chicago 10 


Please send me. copies (at 10 cents per copy) of the 16-page booklet, ‘The 
General Hospital and Cancer Control," reprinted from the May 1949 issue of HOSPITALS, the 
Journal of the American Hospital Association. 





ee ee ee 





Se a eee eee Le Te 
Hospital :— 
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ee A eS: | | a 








City: ino 


enclosed. 


() Check or money order for $ 
C) Please bill me. 














It was a great pleasure to meet 
Father Schwitalla again, and then, 
of course, there were scores of oth- 
ers who participate with us in 
American Hospital Association ac- 
tivities. Father John Barrett 
stepped into the presidency suc- 
ceeding Msgr. George Lewis Smith. 
Both these gentlemen have served 
for many years in official capacity 
with the American Hospital Asso- 
ciation. I had a good time and ap- 
preciated the invitation to partici- 
pate. 


On June 29, members of the Joint 
Advisory Committee of Nine, rep- 
resenting the American, Catholic, 
and American Protestant hospital 
associations, met in Washington at 
the invitation of the Federal Secur- 
ity Administrator Oscar R. Ewing. 
This was, in effect, the third tirne 
that this committee has convened 
to discuss with the administration 
our common problems. 

The three hospital organizations 
were well represented, and gov- 
ernment, likewise, had its people 
on hand. 

It is a pleasure to report that the 
meeting was the most productive 
of any that has been held thus far. 
A complete report of the meeting 
will be forthcoming soon. I can say 
that there was evidence that all 
parties present were earnestly seek- 
ing ways and means to improve 
and make available the facilities 
that are necessary for an over-all 
health service. The health of our 
people should not be made a polit- 
ical issue and there is evidence 
that this part is being accepted. 


J uy 3 was a hot summery day— 
as every July 3 should be. This 
particular day was different; my 
wife and I were on our way for a 
two-weeks’ vacation in Door Coun- 
ty, Wisconsin. 
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It’s not just the adhesive... 
It’s the kind of cloth the adhesive is on 


As you know, curity Adhesive Tape has 
long been known for its “stick-to-it- 
iveness” and lack of skin irritation. But 
equally important, CURITY adhesive is 
made with a special cloth backing which 


to itself as you applied it, just try a roll 
of cuRITY. See for yourself how the special 
cloth backing of curITYy adhesive gives it 
more ‘‘body’’—makes it easier to handle 
because it goes on smoothly, lies flat. 


What’s more, the same special cloth that 
makes CURITY adhesive easier to apply 


makes it easier—far easier—to handle. also reduces stretching, gives longer sup- 


port... you have to retape less frequently 


If you have ever been slowed down be- 
with CURITY adhesive. 


cause limp, droopy tape wrinkled or stuck 


Note the smooth application of CURITY adhesive 
because of the special CURITY cloth. 





JUST LOOK 
AT THESE 


Here is the kind of wrinkling difficulty you en- 
counter, to a greater or lesser degree with 
ordinary tapes. 





A product of 
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Division of The Kendall Company, Chicago 16 
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DONT BE 
MIS-LED 


—by claims that Diacks don't 
require steam. It is true you can 


melt a Diack with dry heat. 
BUT—here is the catch—How 


can you obtain a dry heat of 
250° F. within an autoclave? It 
can't be done as the only source 


of heat is steam. 








Don't be Fooled 


—by demonstrations which 
have nothing to do with the ac- 
tual conditions existing within 


your autoclave. 











For those who are not familiar 
with Wisconsin geography (may 
their number grow less), Door 
County is about 150 miles north 
of Milwaukee and is that narrow 
thumb of land that stretches north 
eastward into Lake Michigan. The 
peninsula is nowhere more than 10 
miles wide. It is, however, 50 miles 
long, with Green Bay on ‘one side 
and Lake Michigan on the other. 
On clear days we can see the Mich- 
igan shoreline. That is the part of 
Michigan that Wisconsinites, in a 
weak moment, allowed the Michi- 
ganders to appropriate although 
nature clearly intended it Wiscon- 
sin territory. 

At the time of this writing, we 
are about half way up the thumb 
and expect to remain lost until 
July 15. 

Door County is extremely inter- 
esting territory. It was settled by 
Moravians. Portions of it were a 
communal colony, which feature, 
by the way, lasted only a few 
years. This is easily understood 
because most of the settlers were 
Norwegians. 

The county lies off the beaten 
paths and away from the main 
highways and so has retained 
much of its original quaintness. 

General farming is being done 
on a rather limited scale, but the 
thing that catches the eye is the 
extensive cherry culture. There 
are orchards as far as the eye can 
see and at this time of the year 
are a brilliant red. Local literature 
tells us that three-fifths of all the 
pie cherries produced in the entire 
United States grow and are proc- 
essed here. Cherry growing is the 
chief and practically the only in- 
dustry on the peninsula. 

There are no cities and only one 
or two incorporated villages. A 
lot of smart people who like quiet 
and solitude come up for the sum- 
mer, but the usual commercialized 
tourist business is in very little 
evidence. 

The July 4 celebration at 
Bailey’s Harbor was as character- 
istic and revealing as it was inter- 
esting. 

Bailey’s Harbor, an unincorpo- 
rated village on the Lake Michigan 
side, lies stretched out for a dis- 
tance of five or six city blocks. 
It faces a deep bay where the 


fishermen find a convenient harbor 
and location for their: nets. 

With the rest of the populaticn 
of the upper peninsula, we natu- 
rally migrated toward the village, 
Everything was there just as in 
the story books—lemonade stands, 
children, dogs and chickens. Both 
sides of the road were lined three 
deep with people awaiting the 
parade, which, as things should 


_be, was three-fourths of an hour 


late in starting. Folks would have 
been sorry if it had started on 
time because there was a lot of 
show going on. ° 

The climaxing event finally 
came along. The theme, of course, 
was “Cherry Land.” Little girls 
with their decorated doll buggies 
led off. They were followed by 
military companies, bands with 
snappy baton twirlers and floats 
representing local business. 


The holiday speaker was a 
young district judge from nearby 
Green Bay. It was one of those 
old time talks that bring you up 
sharp and remind you that we 
live in a wonderful country; that 
it has become great because of the 
faith and toil and sacrifices of our 
forefathers. His talk stressed 
patriotism, independence and self- 
sacrifice. He urged his listeners to 
keep alert to the dangers of easy 
living, dependence on far-away 
government and the promises of 
self-seeking politicians. It was a 
good talk and added the finishing 
touch to a fine morning. I went 
away to lunch with the impression 
that here is America and that so 
long as this type of people rules, 
America is a safe place for the 
development of our kind of democ- 
racy. 

By the way, there is a fine new 
hospital (Door County Memorial 
Hospital) in the city of Sturgeon 
Bay. It was built during the war 
and has everything a good hospital 
should have, including an efficient 
administrator. Gerhard A. Krembs, 
who had his administrative train- 
ing at Columbia University, is 
administrator. 
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ONLY the Remington Rand Printing Calculator gives 


your hospifal printed figure facts” 





URRENT MONTH 


$17,856.37 -¢ RevIOUS MONTH 


$19,205.64 —-P 


$1,349.27 — DECREASE 


7.0% — % OF DECREASE 


HLY 
76.83 MONT 

costs DIVIDED BY 
TOTAL BEDS (178) 


$2. 
px 
cost PER BE 
PRIVATE BEDS (24) 
$50.81 (PRIVATE) 


T PER BED x 
caAL-PRIVATE BEDS (58) 


$122.79 (SEMI-PRIVATE) 


x 
ost PER BED 
WARD BEDS (96) 


$203.23 (WARD) 


LAUNDRY 


WW7 MONTHLY cost/BED 


“FOOLPROOF!” you'll say of the Printing Calculator 


because it automatically prints the figures you need 


b 


for more economical handling of hospital records. 
As you can see at the left, every factor and answer 
is printed on the tape. No squinting at hard-to-read 
dials, no repeating problems for proof... a glance at 
the tape tells you you’re right—right away! And the 
printed tape gives you a permanent record of the 
figure facts on which you base important decisions. 
Whatever your figuring needs, the electrified Print- 
ing Calculator provides faster, easier, less costly oper- 
ation with 10-key touch control, “handspan” feature 
keys, automatic completion and clearance. And, best 
of all, with the printed tape, you have an adding- 
listing machine too—two fine machines for your one 


modest investment. 


For the whole cost cutting story—shown to you 
at your hospital—on your work—call your local 
Remington Rand specialist today, or write Dept. 
HP-8, 315 Fourth Avenue, New York 10, N.Y. 


Remington Rand Inc, 


the new Keminglon Rand automatic Printing Calculator 
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ON WAYS TO AVOID LATE CHARGES 


OST HOSPITALS HAVE the prob- 
lem of late charges— 
amounts that are reported to the 
accounting office after the dis- 
charged patient’s statement has 
been prepared and, in many cases, 
paid. While some of these charges 
may be small, others may amount 
to considerable sums. 

This month four contributors 
discuss the question: “What have 
you found to be the best means of 
avoiding late charges, and how do 
you dispose of those that come 
through?” 


Constant watchfulness for 
leaks must be practiced 


THE PROBLEM OF LEFTOVER 
charges is a constant one and must 
be watched continuously for leaks. 
In most cases the patient knows 
definitely that he received the spe- 
cific services even though they 
were not on the bill when it was 
presented to him. It is difficult to 
understand why patients take such 
a hostile attitude toward leftover 
charges when a bill is mailed to 
them. This is a regular policy in 
hotels. Many patients are not busi- 
ness-minded, however, and others 
do not wish to be. 

We have tried the system of au- 
tomatic writing of charges in the 
specific departments by machines 
which register these charges at the 
cashier’s desk. This did not prove 
satisfactory due to ‘mechanical 
breakdowns which often necessi- 
tated rewriting many charges. The 
human element also entered in, as 
many of the employees did not 
operate the machine satisfactorily. 

We now have a clerk making the 
rounds of all adjunct services to 
pick up the charges. We also use 
the telephone between departments 
to clear any late charges which 
may have arisen between times. 

We of course have the Blue 
Cross and other insurance patients, 
and statements for these patients 
are mailed after dismissal. This 
also applies to good credit risks, so 
that a minimum number of ac- 
counts fall in the category of late 
charges. 

When we do send the statement 
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with an explanation, one of two 
things happens. The patient calls 
and questions the amount, which 
we explain to his satisfaction or, 
in some cases, it is like stealing a 
watermelon or an umbrella on a 
rainy day—if we get it we are 
sharp. 

The one important phase of col- 
lecting charges is a constant vigil 
and insistence that the patient has 
received the service. Thus it is a 
legitimate balance and should be 
paid.— ALBERT G. HAHN, adminis- 
trator, Protestant Deaconess Hos- 
pital, Evansville, Ind. 


Five ways to minimize the 
late charge problem 

ONE OF THE MANY irritants a pa- 
tient may encounter following hos- 
pitalization is receipt of a bill for 
a late charge. Unless a plausible 
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Admission deposits 

HOSPITALS AS A GROUP have 
not adopted a uniform policy 
of requiring deposits by pa- 
tients on admission. Some 
hospitals rule that enough to 
cover room and board charges 
for a week must be deposited 
by all patients when they en- 
ter. Others classify patient 
credit risks on admission and 
ask deposits of only those 
about whom they are in 
doubt. Still others do not ask 
any deposit. Amounts re- 
quired vary as widely as pol- 
icies about the initial deposit. 

In the September issue of 
HOSPITALS, contributors to 
this department will discuss 
the problem of requiring de- 
posits on admission. Each ad- 
ministrator has been asked to 
tell what he considers the 
best method of fixing this 
sum or, if deposits are not 
required at all, his own con- 
victions on why they are not 
needed.—THE EDITORS. 











explanation can be made, and only 
when an unusual circumstance has 
been the cause, should a patient 
receive a statement. The resulting 
damage unquestionably is much 
greater than the loss of payment 
of a charge. 

A pleasant relationship main- 
tained by the hospital with its pa- 
tients will bring about recompense 
in innumerable ways. A remem- 
brance for the hospital would be 
unlikely if the patient could not 
forget an irksome happening. Writ- 
ing off a late charge should be a 
pleasure when proper considera- 
tion has been given to the payoff 
desired. 

There are five ways which may 
help to avoid late charges: 

1. Continual reminders to de- 
partments of their failure to render 
charge memorandums promptly, 
together with a full review of the 
reasons for such failure and sug- 
gested remedies. 

2. Training of the accounting 
department to recognize any pos- 
sibility of a missing charge, which 
may be indicated from charges al- 
ready posted on the patient’s ac- 
count. 

3. Training of the nursing staff 
to notify the accounting depart- 
ment of any order for patients on 
the day of dismissal. 

4. Notifying special departments 
of patient dismissals immediately 
after they are received by the ac- 
counting department. This would 
enable the service department to 
maintain a list of patients whose 
charges require immediate notifica- 
tion te the accounting department. 

5.. Forwarding to the accounting 
department by the nursing staff of 
a charge memorandum of all orders 
given to special service depart- 
ments as a further reminder as 
well as a check on the aceuracy of 
charges rendered—A. A. AITA, ad- 
ministrator, San Antonio Commun- 
ity Hospital, Upland, Calif. 


Notices on all bills say 
a balance may be due 


THE PROBLEM OF late charges is 
chronic with most hospitals. Frank- 
ly, I have not been able to devise 
any plan or routine which avoids 
this situation completely. The prin- 
cipal reason late charges cannot be 
avoided in most hospitals is that 
there usually is a lack of persons 
whose main responsibility is to see 
that charge slips are made out 
promptly and transmitted to the 
office for recording. 

The usual hospital organization 
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INCORPORATES AN “AMERICAN” 
ENGINEERED INNOVATION 


A new universal type socket, operat- 
ing by one master control, permits for 
the first time on any surgical or ob- 
stetrical table both INWARD as well 
as outward lateral adjustment of the 
leg-holder post. Leg-holding may now 
be attained by the fastest, simplest 
and most precise method known. 





Model 500 features HEAD-END CONTROL throughout 


... including lowering and withdrawing of Foot Section of table-top by 
CRANK CONTROL—the crank handles being conveniently placed on both 


ALTERNATE MODEL 400-B sides of Table at head end. 


Wht: sinidler model, without pedestal bore From a sitting or standing position, the anesthetist or nurse at head end 
and hydraulic lift system, offers all other ' of Table is able to maintain finger-tip control of (1) Hydraulic lift system 
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WRITE TODAY for complete information 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 
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places this responsibility on a 
nurse, technician, secretary or 
some other employee whose: pri- 
mary duties are entirely foreign to 
the preparation of charge slips. 
This ordinarily is a secondary re- 
sponsibility for those employees 
and will be so treated in most cases. 
They get around to the charge slips 
after they have taken care of their 
primary tasks. 

To place the patient on notice 
and to remove any doubt or pos- 
sible argument that the bill was 
paid in full at the time of dis- 


charge, we have printed the fol- 
lowing notice on the patient’s copy 
of all bills: 

“We try to have your account 
complete at all times, but due to 
the complex nature of hospital 
operations we cannot be sure all 
items have been posted to the ac- 
count. The balance shown on this 
statement includes all charges 
which have reached the cashier up 
to this time. Charges for services 
rendered, but not shown on this 
statement, will be included in a 
subsequent statement or due bill.” 





F.. most routine work, radiographs 
of excellent diagnostic quality can 
be produced at less than half the 





usual cost with Powers X-Ray Paper. 


That is why more and more hospitals are using both paper and 
celluloid base film in their X-Ray departments. Techniques differ 
only slightly. No change in equipment is required. 


Proven in use for over 16 years, Powers X-Ray Paper may be used in 


any standard cassette. It comes in standard sheet 
sizes, or perforated rolls for use with the Powers 


Magazine Cassette. 


Let us show you in detail how you can effect high 
annual savings with Powers X-Ray Paper. Write 
for complete information and literature. 



















Due bills for late charges carry 
a notation that the charges came 
through after the patient’s bill had 
been paid. We have found that this 
procedure has helped materially in 
the collection of late charges from 
patients.—GLENN H. GADDIS, com)- 
troller, Michael Reese Hospital, 
Chicago. 


Employees should learn to 
report charges promptly 


AFTER MANY YEARS of effort, the 
business office of this hospital has 
inculcated on employees the need 
for prompt reporting of charges on 
patients being discharged on that 
day. The nursing staff, pharmacy 
staff and other departments origi- 
nating charge tickets have been 
taught the procedure. 

It is our policy to require that 
the nursing department include a 
note on all requisitions, prescrip- 
tions and orders for x-ray service 
for patients being discharged that 
the service is a “discharge pre- 
scription,’ or “discharge x-ray.” 
When these requisitions reach the 
appropriate department, employees 
in those units are alerted to the 
need for prompt reporting of 
charges to the business office. ° 

A second device to simplify the 
reporting of charges of this nature 
has been an intercommunication 
system. A speaker is located at the 
pharmacy desk, in the x-ray de- 
partment, in the laboratory and in 
the accounting office at the cash- 
ier’s window. By this measure the 
charges can be reported promptly 
without resorting to telephone or 
personal delivery of charge tickets 
to the office. The accounting office 
personnel record the charges in- 
volved in late prescriptions and 
other services rendered and ar- 
range to have them added to the 
account at the time it is accumu- 
lated prior to discharge of the pa- 
tient. 

Confirming charge tickets in 
writing, including those of the dis- 
charged patients, are directed to 
the accounting department at the 
close of each business day. By the 
submitting of these tickets, the ac- 
counting department is assured of 
a check on all charges. It is our 
policy not to submit statements to 
patients for charges of less than $1. 
If the late charge is more than that 
sum, a brief letter of explanation 
is sent with the statement to the 
patient at his home address. — 
DoNnaLD W. CoRDEs, administrator, 
Iowa Methodist Hospital, Des 
Moines. 
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Sodium restriction is an essential part of the modern 
management of cardiovascular failure. But, without 


seasoning, low sodium diets are difficult to endure. 


Neocurtasal, completely sodium free salt, palatably seasons 
all foods. Neocurtasal looks. and is used like ordinary 
table salt. Available in convenient 2 oz. shakers 


and 8 oz. bottles. 


Constituents: Potassium chloride, ammonium chloride, potassium 
formate, calcium formate, magnesium citrate and starch. Potassium 


content 36%; chloride 39.3%; calcium 0.3%; magnesium 0.2%. 


Neocurtasal, trademark reg. U. S. & Canada Write for pads of diet sheets 


New Yorw 13, N.Y WINDSOR, ONT 





Custodian of securities 


Within recent years this hospital has 
acquired a rather large amount of secur- 
ities. Who should have charge of these 
and where should they be kept? 


The treasurer of the hospital 
generally is the custodian of all 
securities (stocks and _ bonds) 
owned by the institution. They 
should be kept in safe deposit in 
a place designated by the govern- 
ing board of the hospital. 

The procedure to be followed in 
obtaining access to the safe deposit 
box or vault should be set forth 
in the hospitai’s by-laws. Access 
usually is not permitted by fewer 
than two persons jointly, their 
titles being listed in the by-laws. 

It is a common practice, of 
course, when the hospital owns a 
large number of securities, for the 
governing board to appoint a re- 
sponsible trust company to act as 
custodian or trustee.—WILLIAM H. 
MARKEY, JR. 


Buying radio time 
The hospitals of this community are 
considering going into a public education 
program which involves the sponsoring 
of a weekly radio program. Before we 
proceed past the planning stage, we 
should like to know the policy of the 
American Hospital Association and 
whether it would be considered objection- 
able for hospitals to purchase radio time 
as part of such. a program. 


In 1945 the Association’s House 
of Delegates passed a resolution 
approving the principle and use of 
controlled mass education—mean- 
ing simply the purchase of adver- 
tising space and radio time. It is 
not the buying of space and time 
that is objectionable, but how such 
space and time occasionally is 
used that may lead to criticism. 
Competitive advertising by hospi- 
tals is one example of what is con- 
sidered objectionable. 

Before embarking on this pro- 
gram, every angle of securing con- 
tributed time should be investi- 
gated. Radio stations contribute 
valuable time and help to public 
service projects. In listening to 
some of the “public service pro- 
grams” of various radio stations, 
it appears that many stations are 
up against the problem of getting 
good material and full cooperation 
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from various public service agen- 
cies and organizations. 


A number of local hospital or- 


ganizations throughout the nation 
have used radio for public rela- 
tions successfully.—C. J. FoLeEy. 


Anesthetist relationships 


Does the library have any material on 
the relationship of the nurse anesthetist 
to the hospital? 


A number of articles are avail- 
able on loan. These include: 

“A Conflict in Anesthesiology.” 
James Graham. Illinois Medical 
Journal, January 1949. 95:7-10. 

“The Ethics of Anesthesia and 
the Nurse Anesthetist.” Ralph T.. 
Knight. Hospital Management, June 
1943. 55:54-60. July 1943. 56:62- 
63. 

“The Care and Treatment of 
Nurse Anesthetists.” Esther Myers 
Stephenson. Modern Hospital, April 
1948. 70: 78-80. 

“The Truth about Anesthetists.”’ 
John M. Storm. TRUSTEE, March 
1948. 1:1-4. 

“Setting up an Anesthesiology 
Department.” Dr. Edward B. Tou- 
hy. Hospital Progress, August 1948. 
29: 285-287. 

“Who Should Give Anesthetics? 
Here’s What Hospitals Think.” 
Hospital Management, April 1948. 
65: 31-33. 

Requests for the material should 
be addressed to the Association 
library, 18 E. Division Street, Chi- 
cago 10.—HELEN V. PRUITT. 


Heat source for cooking 


Plans for a new 500-bed, 14-story hos- 
pital have progressed to the point where 
final working drawings soon will be read- 
ied. Discussions have arisen as to the 
most adequate agent for cooking: Natural 
gas or electricity. We are in an area 
where natural gas costs less than elec- 
tricity. Aside from cost, however, we 
should like information on the relative 
cooking efficiency, cleanliness and main- 
tenance of equipment. 


It seems to be a human trait 
that those who operate with gas 
equipment prefer gas and those 
who operate with electrical equip- 
ment prefer electricity for cooking. 
Perhaps the story of cooking oper- 
ations at a 24-story, thousand-bed 


hospital will assist in answering” 


this question. 


At this hospital the kitchen is in 
the sub-basement. Gas is used for 
cooking in the main kitchen prep- 
aration unit. Electricity is used for 
baking. The hospital generates its 
own steam and electricity and I 
understand this is very economical, 
No questions have come up about 
the difficulty of carrying the flue 
stacks through the 24 stories. 

I always have favored electricity 
for baked products since the tem- 
perature is controlled easily and 
the products bake nicely. This 
equipment has been greatly im- 
proved during the past few years 
and now is well insulated and in- 
stalled with better controls. 

In most hospital kitchens, cook- 
ing is done either in the oven or 
by steam, in kettles or vegetable 
steamers. This seems to eliminate 
the need for much top-stove cook- 
ing. When new installations are 
being planned, designers should 
consider that more oven space, 
such as in stack ovens, is desirable 
and a great deal of the original 
top-stove space is not used. Much 
of this space, which was put in be- 
cause of the need for oven space, 
can be eliminated if tier ovens are 
used. These ovens are available, for 
either gas or electric cooking.— 
MARGARET GILLAM. 


Recirculation of air 


Estimates on the installation and opera- 
tion of an air conditioning system for 
our surgery seem to be very high because 
the system is designed so there will be 
no recirculation of air. Is it ever advisable 
to plan on the recirculation of air from 
operating rooms? 


Recirculation of air from the 
operating room usually is avoided 
for several reasons. These include 
the possibility of building up con- 
centrations of combustible anes- 
thesia gases, the fear that airborne 
bacteria cannot be controlled and 
the difficulty of eliminating objec- 
tionable odors. 

There are mechanical means of 
controlling these nuisances in or- 
der that the air may be recirculated 
safely. Before such a system is in- 
stalled, however, the local sanitary 
code should be investigated thor- 
oughly. 

Recirculation of airborne bac- 
teria can be prevented through the 
installation of ultraviolet lights in 
the air ducts. These lights might 
be supplemented by the use of 
electronic filters. Objectionable 
odors as well as any trace of hydro- 
carbon gases or ether vapor can 
be absorbed by a bank of activated 
carbon filters. Substantial econom- 
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M3 Contact 


OF A SENSITIZED BODY CELL 


with an allergen and subsequent release of 
histamine is considered to be the mechanism 
of allergic disorders. 
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WITH BENADRYL 


BENADRYL, blocking the action of 
histamine, prevents reaction in cells that 
have been sensitized. Relief of symptoms is 
gratifyingly rapid, usually occurring 
within an hour or two after the first dose. 
And treatment with BENADRYL is simple, 
convenient, and inexpensive. 





"BENADRYT. 


BENADRYL has been found highly effective in a wide variety of allergic states, ranging 
from seasonal, such as hay fever, to the non-seasonal, such as acute and chronic urticaria, 
angioneurotic edema, vasomotor rhinitis, contact dermatitis, erythema multiforme, 
pruritic dermatoses, dermographism, serum sickness, food allergy, and sensitization to 
drugs, such as penicillin and the sulfonamides. 


BENADRYL hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available in a variety of 
forms to facilitate individualized dosage and flexibility of administration, including Kapseals®, Cap- 
sules and a palatable Elixir. 

The usual dosage of BENADRYL is 25 to 50 mg. repeated as required. Children up to 12 years of age may 
be given 1 to 2 teaspoonsful of Elixir Benadryl. 
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ies in air conditioning costs have 
been effected by railroad compa- 
nies through the installation of 
such carbon filters in railroad car 
cooling systems.—Roy HUDENBURG. 


Industrial medicine 


Our board of trustees has become in- 
terested in the problem of industrial med- 
ical departments or divisions with hospital 
staff setups. The specific points about 
which we are trying to find information 
are: (1) Are there any hospitals in the 
country which have such a department 
and (2) is there a need or advantage in 


having a special department of this type 
in the hospital staff organization? 


I know of no voluntary general 
hospital that operates a department 
of industrial medicine as such. Hos- 
pitals do treat industrial cases in 
the outpatient, emergency and in- 
patient services. Organization of an 
industrial medicine division of the 
staff may be advisable. 

The medical administrative prob- 
lems relating to industrial patients 
usually are handled by the medical 
director of the hospital with the 
cooperation of the staff physicians. 





Where Cleanliness is) a MUST 


Floor-San: 


IS INDICATED 


Floors, walls, rubber and metal goods, instruments... 
everything is safely cleansed with Floor-San, the Modern Clean- 
ing Compound. One revolutionary new cleanser is safe on any 
surface. Best of all, you save time and money when you stock 
only one cleaning compound instead of four or five. It saves 
labor too, for there’s no complicated mixing and the cleanser 
does the work. Anyone can use is successfully ... even part-time 


nurses’ aids. Try it. . 
Write for sample. 


. you'll discover a real money-saver. 


HUNTINGTON 


HUNTINGTON LABORATORIES, INC. 


HUNTINGTON, 


INDIANA hd 


TORONTO. 





Industry-employed physicians who 
hold hospital staff privileges treat 
industrial patients in the hospital 
on the same basis as nonindustrial 
patients. 

It is customary for the hospital 
to give emergency treatment, then 
assign the industrial patient to the 
physician of his choice or to a phy- 
sician designated by the industrial 
concern for which he is employed. 

In other words, hospitals do work 
closely with the industrial physi- 
cian. In large communities, indus- 
trial physicians operate clinics and 
proprietary hospitals for the am- 
bulatory and inpatient care of 
industrial patients. Some large in- 
dustries often operate hospitals 
solely for the care of their em- 
ployees.—Dr. CHARLES T. DOLEZAL. 


Surgeons’ instruments 


We are interested in some information 
on an instrument purchasing policy for 
this hospital. At present we are buying 
all instruments for the operating room, 
and we wish to consider a plan under 
which the doctors would purchase them 
from its own funds. We would like to 
know primarily what method is used to 
determine the amount to be contributed 
by each doctor to the purchasing fund. 


As far as I can determine, the 
present system of supplying in- 
struments for general surgery is 
the usual hospital practice. It is 
quite usual, of course, for special- 
ists to supply such instruments or 
pieces of equipment as are intend- 
ed for their personal use. 

If there are many surgeons on 
the hospital staff, the difficulty of 
segregating their instruments may 
lead to considerable trouble and 
cost in supplying cabinet space. 
In one instance, a hospital even 
refused to supply instrument cabi- 
nets for storing those instruments 
which were the property of sur- 
geons. It was found, however, that 
the operating schedule was upset 
considerably by surgeons arriving 
late and still requiring preparation 
of instruments. 

In 1947 the House of Delegates 
of the American Hospital Associa- 
tion considered. this and similar 
problems and went on record as 
disapproving medical staff assess- 
ments by hospitals for the financial 
support of the day-to-day opera- 
tion of the hospital. It was felt that 
such a policy would tend to pro- 
duce demands for medical staff 
participation in the governing of 
the hospital and that it would com- 
plicate further the purchase of sup- 
plies and equipment.—LEonar) P. 
GOUDY. 
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Planning a recovery room for adequate 


URGERY HAS ADVANCED rapidly in 
the last decade, and more ex- 
tensive and formidable operations 
have been attempted. The need for 
adequate and more detailed post- 
operative care likewise has in- 
creased. The surgeon and the anes- 
thetist must observe their patients 
frequently and control accurately 
the postoperative management. 
Moreover, the need for constant 
and experienced bedside nursing 
care of these individuals is obvious. 
These advances in surgery com- 
bined with other situations found 
in the present-day hospital offer 
several problems. Due to the scat- 
tering of patients over a wide hos- 
pital area, many persons and much 
equipment are necessary to pro- 
vide prompt and adequate post- 
operative care. Such a situation is 
expensive, complicated and fraught 
with the hazards of disastrous de- 
lays. Almost every hospital has a 
shortage of nursing personnel and 
in some hospitals there is a limita- 
tion of medical staff. To meet these 
problems a recovery room has been 
developed to centralize patients, 
equipment and personnel for im- 
mediate and more efficient post- 
operative treatment. 

The recovery room is still a new 
innovation in hospital construction 
and management. The Mayo Clinic 
established a recovery room on 


—. 
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with the department of surgery (anesthe- 
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POSTOPERATIVE CARE 


A report on experiences in developing a plan to 


centralize patients, equipment and personnel for 
immediate and efficient postoperative treatment 


H. G. A. CHARBON, M.D., AND H. M. LIVINGSTONE, M.D. 


March 15, 1942. It is called a 
postanesthetic observation room.! 
Strong Memorial Hospital at Roch- 
ester, N.Y., also: began the use of 
a recovery room in 1942.2 Duke 
University Hospital opened a re- 
covery room in February 1947.° 
A few other hospitals also have 
recovery rooms. The advantages 
of a recovery room for obstetrical 
patients have been pointed out by 
McLean, McDowell and Sadugor® 
and by Hulbert and Oscadal.® 

Several aspects of the construc- 
tion of a recovery room are im- 
portant. The following are some 
details of the construction and 
management of a recovery room 
which we have found advantage- 
ous. 

A recovery room should be in a 
quiet section, on the same floor 
and adjacent to the operating 
rooms. This provides the minimum 
of immediate postoperative trans- 
portation with its associated haz- 
ards and delays. This location is of 
great importance when special care 
or prompt treatment is necessary. 
Moreover, the surgeon and anes- 
thetist will be more readily able 
to observe and care for their pa- 
tients between other surgical pro- 
cedures, or they can be reached 


promptly in the event of emer- 
gencies. 

A recovery room should be con- 
structed so that all patients may 
be observed simultaneously. The 
dimensions of our recovery room 
are 40x60 feet. It is divided by two 
partial walls, extending from ceil- 
ing to floor (see picture, page 36). 
In each of these walls is a window 
frame that permits visibility from 
all parts of the room. Shades and 
curtains may be pulled if more 
privacy is desired. 

One of these walls separates a 
small utility area. The other wall 
divides the remaining part of the 
room into two bed areas; three 
beds can be placed in each of these 
areas. Usually one area is used for 
male, the other for female patients. 
It is also possible by this means to 
isolate an infectious patient (a rare 
occurrence). Children may be sep- 
arated from adults if that is 
deemed advisable. 

The beds are placed parallel to 
each other with the heads toward 
the windows so that tbe light will 
not disturb the patients, yet will 
provide a good view of the faces. 
The amount of bed spaces should 
be based on the number of operat- 
ing rooms—at least one bed space 
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WINDOWED partitions separate the recov- 
ery unit into three rooms. Two are for pa- 
tients’ beds and the other for equipment 
storage. The utility section is shown on the 
right with an instrument cabinet and supplies 
and equipment for the administration of oxy- 
gen in a most accessible corner. Shades on 
the windows may be pulled if privacy is de- 
sired. 


for each operating room. More 
room will be necessary if many 
short operations are performed. 

The color of the walls and ceil- 
ing is a soft light green. This is 
restful and does not interfere with 
the observation of color of the pa- 
tient. This is an important con- 
sideration in order that cyanosis 
will be immediately detected. Ade- 
quate nonglaring overhead light- 
ing as well as a few standlights for 
minor bedside surgical procedures 
are provided. An electric wall 
clock with a sweep second hand is 
necessary and should be centrally 
placed so it will be readily visible. 
The floor is covered with mar- 
bleized grey rubber tile, a material 
that abates noise and is easy to 
keep clean. 

Radiators aze placed an adequate 
distance away from the oxygen 
and in such a position that the pa- 
tients cannot come into direct con- 
tact with them and receive burns. 
A wooden shelf, 12 inches wide, 
has been constructed just above 
the radiators. This provides pa- 
tients protection from injuries and, 
in addition, a surface to hold all 
small equipment that must be im- 
mediately available at each bed- 
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side. On the shelf are such items 
as suction tips, airways, emesis 
basins, intrapharyngeal catheters, 
adhesive tape and safety pins. This 
shelf also protects the breakable 
suction gauges and bottles that are 
attached to piping underneath this 
structure. 

Against the far wall of the re- 
covery room is a cupboard con- 
taining a sterile tracheotomy set, 
sterile intravenous equipment and 
solutions (see upper picture, page 
37). An icebox for the storage of 
blood and plasma and a file cabinet 
for records are adjacent to the cup- 
board. Removable bedsides are 
hung on a modern frame attached 
to the top of the sterile storage 
cupboard. Nearby are the intra- 
venous standards and Wangensteen 
devices for both chest and gastro- 
intestinal drainage. 

Two wide swinging doors give 
entrance from the corridor, one to 
each bed area. The doors are of 
adequate width to permit easy 
movement of beds and equipment. 
A window in each door permits 
visibility that will assure avoid- 
ance of accidents when the door is 
swung. Shades on these windows 
are pulled when privacy is neces- 
sary. 

Between the entrance doors of 
the recovery room is a desk on 
which the telephone is placed. This 
is essential for rapid communica- 
tion from the recovery room. Any 
individual working at this desk 
faces all the patients so that they 
are constantly under observation. 

The utility area (see lower pic- 


ture, page 37) contains a sink and 
supplies for cleaning equipment, 
overhead racks for draining rub- 
ber tubing, a small sterilizer and 
a workbench with a cupboard un- 
dernea‘h for storing unsterile bii!- 
ky nursing utensils and linen. 
Against the outer wall in the mid- 


‘portion of this utility area is an 


instrument cabinet which contains 
blood pressure apparatus, oral and 
nasal airways, intrapharyngeal 
catheters, laryngoscopes, a bron- 
choscope, endotracheal tubes, ster- 
ile packages of dressings and addi- 
tional oxygen masks and cylinder 
straps. In a locked drawer in this 
cabinet is an assortment of nar- 
cotics and stimulants. 

The oxygen equipment is in the 
most accessible corner of the util- 
ity area. This consists of wall racks, 
holding gauges and humidification 
units, an adequate supply of oxy- 
gen cylinders and various pieces of 
oxygen apparatus, including port- 
able bedside units, a resuscitator, 
and an electric tent (see right hand 
portion of picture, page 36.) The 
hospital plans to pipe oxygen to 
the recovery room soon, and this 
will eliminate the use of space 
consuming, more expensive and 
less efficient cylinders. A few port- 
able oxygen units for use while 
transporting some patients to the 
divisions are necessary. 

The temperature of the room 
should be moderate, and air con- 
ditioning is desirable. This is par- 
ticularly important if the patient 
has been removed from an air- 
conditioned operating room. Proper 
air conditioning prevents excess 
fluid loss which might produce 
shock. It also serves as a treatment 
for patients with hyperthermia. 
We have not encountered this prob- 
lem yet. In future construction it 
might be advisable to consider a 
separate soundproof room for the 
isolation of patients near death, if 
relatives desire admission. In the 
recovery room no visitors are per- 
mitted since they will interfere 
with proper care of the patients. 

An anesthesiologist is in charge 
of the recovery room and is re- 
sponsible for the medical care of 
the patients. The surgical intern or 
resident is notified of any emer- 
gency situation. 

Two nurses and an attendant are 
assigned to the recovery room, 
which is open from 8:30 A.M. until 
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6:30 p.m. Monday through Friday 
and until 1 p.m. Saturday. The 
head nurse is on duty from 8:30 
AM. until 5 P.M., the other nurse 
from 10 a.m. until 6:30 P.M. 

Any private duty nurse serves 
under the head nurse. The attend- 
ant is available during the busiest 
hours and assists the intern in 
transporting patients to the divi- 
sions. In order to maintain ade- 
quate oxygen supplies, a techni- 
cian from the oxygen service may 
serve as the attendant. 

Not every surgical patient needs 
recovery room care, In making the 
decision the anesthetist confers 
with the surgeon. Selection usually 
is made in consideration of one or 
more of the following: Unconsci- 
ousness, poor general condition, a 
high spinal block, curare paralysis 
or a blood transfusion still being 
administered. 

Surgery on patients with pul- 
monary tuberculosis or other in- 
fectious diseases usually is per- 
formed under a type of anesthesia 
that permits rapid return of con- 
sciousness, thus avoiding use of 
the recovery room. 

In the event of intrathoracic sur- 
gery on a patient with pulmonary 
tuberculosis, special recovery room 
care is necessary and must be car- 
ried out under isolation technique. 
One of the recovery room nurses 
must remain constantly with this 
patient who is isolated in one bed 
area. This helps to prevent cross 
infection. 

The operating room informs the 
recovery room by telephone of the 
patient’s impending arrival and 
specifies any special treatment that 
must be provided. The patient is 
transported to the recovery room 
in his own bed. Thus, the anes- 
thetized patient has only to be 
lifted once and at a time when 
sufficient persons are _ present. 
Some patients may have arrived 
in the operating room in their own 
beds, or the bed may be brought 
to the operating room before sur- 
gery is completed. 

The recovery room record, which 
is made in duplicate, is sent to the 
Tecovery room with the patient.’ 
The anesthetist has filled out a 
Summary of the anesthetic course 
in the operating room, including 
the last blood pressure, pulse and 
Tespiration readings. In this way 
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the anesthesiclogist and nurses in 
the recovery room are informed 
promptly about the patient’s con- 
dition. On this same record the 
intern on the surgical service 
writes the postoperative orders for 
use in the recovery room only. The 
charting is done by the nurses who 
take blood pressure, pulse and res- 
piration every 10 minutes or more 
often when indicated and record 
other pertinent data. 

The time a patient remains in 
the recovery room varies from 30 
minutes to five hours. The average 
time is one hour. The anesthesi- 
ologist decides when the patient 
may be returned to the division. 
He notifies the intern 30 minutes 
before the patient is to be re- 
moved. This intern is responsible 
for writing new orders for further 


AGAINST the far 
wall (upper picture) 
of the recovery room 
is the cupboard for 
storing sterile sup- 
plies. To its left is 
an icebox, and on 
the right are frames 
for support of equip- 
ment. The cleanup 
and work area is 
shown in the bottom 
picture. The cabinet 
holds some drawers 
for additional stor- 
age. 


postoperative care on the division. 

The completed recovery room 
record is sent with the patient so 
that other nursing and medical 
personnel will have it for ready 
reference. The carbon of this rec- 
ord is filed in the recovery room 
for later departmental or adminis- 
trative studies. 

We make no specific recovery 
room charge, yet the patient re- 
ceives the advantages of special 
medical and nursing care. A charge 
is made, however, fer oxygen ther- 
apy if it is administered longer 
than 15 minutes. This charge is the 
same as the charge for similar care 
in the patient’s room. 

Centralization of post-operative 
care is eventually a much more 
economical hospital procedure 
since no more than a minimum of 














apparatus and personnel are neces- 
sary. 

In five months, 575 patients have 
been given recovery room care, 
mainly after major surgical pro- 
cedures. A few patients were re- 
ceived from the surgical outpa- 
tient department when they need- 
ed special postanesthetic manage- 
ment or were severely injured and 
were brought in when all operat- 
ing rooms were occupied. 


The use of a recovery room has 
decreased the morbidity and mor- 
tality rates and shortened the pe- 
riod of hospitalization of many 
surgical patients, thus making 
more efficient use of hospital beds. 
A recovery room is of great value 
for undergraduate training of nurs- 
es because they may be given in- 
tensive instruction in correct post- 
operative care under the close 
observation and supervision of spe- 
cially trained graduate nurses. A 
recovery room is also of advantage 
in the training of residents in anes- 
thesiology. Likewise it is decidedly 
helpful to the medical and nursing 
personnel as well as to the hospi- 
tal administration. Because of its 
broad merits, it deserves wider 
consideration and adoption. 
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“Eye openers” for patients 


Extending out-of-ordinary services 


OSPITAL PATIENTS sometimes 
have special requests: A suit 
to be cleaned or pressed, refresh- 
ments for visitors, a supply of 
handkerchiefs. All of these and 
more out-of-the-ordinary services 
are part of the routine at Grand 
Forks (N.D.) Deaconess Hospital. 
Explanations of the special as 
well as some of the more usual 
services are printed in a 16-page 
booklet, “I’m at Your Service, 
What Can I Do for You?’’, pub- 
lished recently by the hospital. 

H. D. Keller, administrator of 
Deaconess, has reported that 1,300 
of the booklets were distributed in 
the first two months after publi- 
cation. Copies are given to each 
patient, each visitor spending any 
length of time in the waiting rooms, 
and anyone having business of any 
sort with the hospital. Large quan- 
tities also have been distributed to 
such organizations as_ university 
study clubs. 

The services are described in the 
booklet in chatty, conversational 
style and each page is illustrated 
with a humorous sketch. The text 
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is presented as though a Deaconess 
nurse were talking informally to a 
patient. 

A patient may request valet and 
room service, a “pick-up” of fruit 
juice or milk, cigarettes, coffee or 
snacks delivered to his room for 
himself or visitors, books from 
the lending library, or a supply 
of stationery. All of .these are 
mentioned in the booklet. 

The publication also contains ex- 
planations of some of the necessary 
matters of hospital routine. These 
include the reasons for restricting 
visiting hours, rules about smok- 
ing, information on how and where 
bills may be paid or credit arrange- 
ments negotiated, and the story of 
the hospital blood bank operation 
and charges. The booklet also’ in- 
forms the reader that the Dea- 
coness blood bank is the only such 
hospital facility in North Dakota. 

The final page of the publication 
has been left blank for comments. 
According to Mr. Keller, it was 
through such comments that it was 
discovered that what the patients 
wanted most was a very small cup 
of hot coffee as soon as possible 
after being awakened in the morn- 
ing. As a result, these ‘‘eye-open- 
ers” now are being served. 

The personalized services do not 
place any unusual demand on nurs- 
ing service, Mr. Keller said. In- 
stead, he has found an improve- 
ment in service to patients since 
the book was published for “a sort 
of pride in being a good hostess 
has been unwittingly achieved.” 

Most of the special services are 
free. Patients receive a copy of 
the Grand Forks Herald with their 
breakfast trays; they may have, 
for example, a la carte service 
from the coffee shop, use of a radio 
or a supply of paper handkerchiefs. 
The only charges are for cleaning 
and pressing or for a la carte re- 
freshments served to visitors in 
patients’ rooms. 
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Special assistants for administrators 


6¢7F ONLY I HAD MORE TIME,” an 

I administrator said recently, 
“T could concentrate on any of half 
a dozen problems which need solv- 
ing. But I do not have more time 
and I cannot be in two places at 
once so I apply myself to the im- 
portant tasks and compile a list of 
things which need correction and 
which I will correct some day when 
I can get around to them.” 

The obvious answer for this ad- 
ministrator is to get more assist- 
ance, part time or, preferably, 
fulltime. Too often, however, the 
hospital budget is such that anoth- 
er assistant is out of the question. 
Perhaps the unsolved problems are 
not numerous enough or are non- 
recurring and although they are 
vexing they need only a short but 
concentrated effort. This would 
make it uneconomical to add a full- 
time assistant to the staff. 

It is in cases such as this that I 
propose the hiring of what I call 
“special assistants’ — assistants 
who can be commissioned to solve 
one problem or a small group of 
related problems. One does not 
have to be the administrator of a 
large hospital to employ special 
assistants. The assistant hired for 
a special job is usually on the pay- 
roll for too short a time to “worry 
the budget.” If he is chosen wisely 
and when a specific job warrants, 
the return, even dollar-wise, is 
likely to be many times the cost. 

Where does one get these spe- 
cial assistants? It depends on what 
is to be done and what sort of com- 
munity the hospital serves. One 
source which is not tapped often 
enough is the hospital’s medical 
staff. Younger members of the staff 
usually have been working and 
living in the hospital for a year or 
more. They know every nook and 
cranny of it; they know all the 
Personnel from the porter to the 
attending physician. They are usu- 


—_—_ 


et. Steinberg is director of the Mount 
nai iiospital, New York City. 
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Every hospital has problems which the administrator 
has insufficient time to solve. Because his staff 
is small, he often cannot hope to add to individual 
responsibility and often his budget prohibits further 
hiring. But part time special help is the plausible 
answer. Mount Sinai Hospital proves that it works. 


MARTIN R. STEINBERG, M. D. 


ally not too busy to spare a few 
hours a day and they will welcome 
an additional income even though 
it may be small. One or two specific 
cases can show the value of using 
medical staff or other help. 

At Mount Sinai Hospital in New 
York City, an added administra- 
tive problem was regulating the 
use of penicillin. Penicillin, as well 
as other newer antibiotics, prob- 
ably constitutes the greatest ad- 
vance in modern medicine. Like 
many other great advances, how- 
ever, it has brought new problems 
to the administrator, among the 
more serious being its overuse and 
misuse. The temptation for staff 
members is to use it before making 
sure that its use is indicated. A 
frequent and understandable atti- 
tude among the uninitiated is that 
if a little does good, a lot ought to 
do better. 


CONTROLS RELAXED 


When penicillin was first used at 
Mount Sinai Hospital, it was con- 
trolled by a chemotherapy com- 
mittee. It could be used only if the 
bacteriology of the disease was 
known and specific sensitivity tests 
convinced the committee that pen- 
icillin would be effective. The com- 
mittee not only determined wheth- 
er penicillin ought to be used but 
it also controlled the dosage. As 
penicillin became more plentiful 
and cheaper, the committee de- 
cided that an effective educational 
job had been done and therefore 
released all its controls. 

For a few weeks there was no 
great increase in the use of peni- 
cillin. Gradually, however, and 


with an increased rate of accelera- 
tion, the use leaped upward until 
we found ourselves dispensing al- 
most two billion units a month in 
the wards and as much again in 
the outpatient department and pri- 
vate pavilions. We were convinced 
that penicillin was being overused 
and misused but by this time the 
chemotherapy committee was oc- 
cupied with the control of strep- 
tomycin and the newer antibiotics. 

All but one of the members of 
the committee are voluntary at- 
tendants, however, and we could 
not very well ask for much more 
time than they were already giv- 
ing. Thus, recontrol of penicillin by 
the committee was impossible. We 
tried several ordinary and one or 
two extraordinary methods in an 
attempt to reduce the overuse. We 
published tables showing how 
much penicillin was being used; 
monthly lists showing the increased 
use, department by department; 
we spot-checked several depart- 
ments where we _ suspected the 
greatest overuse. Finally we were 
convinced that the only effective 
check method would be to look 
over the physicians’ shoulders, 
figuratively, as they prescribed. 
Then we would check on the dos- 
age for each case so that we might 
point to each case of overuse or 
misuse specifically. 

We decided to employ one of our 
recent graduates to act as my spe- 
cial assistant for the job. He was 
asked to spend one or two hours a 
day circulating from ward to ward. 
In each ward he would examine 
the charts of the patients who were 
receiving penicillin and he would 
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note the dosage. Then he would 
report his findings to the chairman 
of the medical board (who is a 
fulltime chief of one of the medical 
services) and to me. With the ac- 
curate picture of use, overuse, and 
misuse before us it was not too 
difficult to apply the necessary cor- 
rection. 

We found that although penicil- 
lin was used correctly in most 
cases, occasionally its administra- 
tion was continued, not because it 
was needed, but because no one 
wrote a stop order. Many patients 
were receiving unnecessary pro- 
phylactic preoperative doses. Post- 
operative doses were being used 
more frequently than needed. 

The assistant, while making reg- 
ular periodic reviews of the activi- 
ties of the various services, would 
center his attention on a specific 
service for at least a week and per- 
haps two or three. In doing so, it 
was not unusual to discover 15 ex- 
amples of injudicious use of peni- 
cillin and sometimes there would 
be 50 or 60 such examples. 

After the assistant had notified 
the chairman of the medical board 
and the administrator, the chair- 
man would call in the physician to 
talk about correct use. 

The chairman and the special 
assistant, in analyzing the entire 
service, found that usually there 
was one of three reasons underly- 
ing improper use: (1) The type of 
penicillin most beneficial for the 
specific case was not being pre- 
scribed; (2)-physicians were pre- 
scribing larger doses than might 
have been necessary, and (3) phy- 
sicians were using penicillin with- 
out a true knowledge of the bac- 
teriology encountered. After the 
chairman had discussed these points 
with the physician, the misuse and 
overuse was all but eliminated. 

The special assistant was hired 
for $150 a month and stayed with 
us for five months. Before we em- 
ployed him, the amount of peni- 
cillin used had gone steadily up- 
ward with practically no recession. 
During the month just before the 
assistant was hired the hospital 
used 1,980,000,000 units. In a five- 
month period of the previous year 
. the amount of penicillin used was 
9,113,000,000 units. Mainly because 
of the assistant’s aid we were able 
to reduce this amount during the 
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corresponding five-month period 
after he was employed to 5,429,- 
000,000 units. 

Since the average cost of peni- 
cillin during the period was $2.03 
per million units we saved $6,728, 
even after paying the assistant. 
The total saving was considerably 
greater than the recorded sum, 
however, because in addition to 
saving the price of the penicillin, 
we were also spared the cost of 
administering it. Perhaps the great- 
est benefits were the avoidance of 
hundreds of unnecessary injections 
and the education of our medical 
staff. The education was beneficial 
because preoperative doses have 
been considerably lessened and the 
use of penicillin has remained at a 
reasonable level. 


BLOOD SUPPLY PROBLEM 


Another case in point concerns 
our blood bank. The use of trans- 
fusions of whole blood for thera- 
peutic purposes as well as for blood 
replacement has increased steadily 
and rapidly at our hospital, as it 
has generally. In order to supply 
the necessary blood units we asked 
the families and friends of the pa- 
tients to donate their blood to the 
blood bank. 

In: spite of all our urgings and 
pressures we were not able to get 
the families and friends of patients 
to donate much more than half of 
the blood needed. In order to make 
up the difference it was necessary 
to enlist professional donors. A 500- 
ce. unit of blood from a registered 
qualified donor costs the hospital 
$45—-which made this source pro- 
hibitive. We had to resort to un- 
registered donors who were at- 
tracted through newspaper adver- 
tisements. Those who applied were 
men who with few exceptions had 
practically no other source of in- 
come except the fee which we of- 
fered for blood. On some days we 
had to reject as many as 60 per 
cent of the donors because they 
had given their blood too recently. 
The hematocrit of the blood ac- 
cepted was often too low. There 
were many other objectionable 
features. 

Again we tried a special assist- 
ant. We employed a forceful and 
dynamic young ex-resident who 
had been notably successful in pro- 
curing family donors during his 


residency. He was asked to visit 
the wards during the six weekly 
visiting hours and to spur the house 
staff and others on to more effec- 
tive efforts in blood donor procure- 
ment. In addition to his efforts with 
the families and the house staff, he 
came to us with several valuable 
suggestions which also led to high- 
er procurement levels. 

The number of 500 cc. blood 
units we had been getting before 
we employed the special assistant 
did not fluctuate greatly and was 
approximately 200 per month. The 
monthly averagé since his employ- 
ment has been 670. His pay was 
$100 per month for 12 months. The 
total increase of 500 cc. blood units 
for the period as compared with 
the highest period of comparable 
length was 4,815. 

In addition to the money savings, 
we are teaching our patients and 
their families and friends that the 
giving of their blood is a social 
necessity and that it is painless and 
harmless: to the donor. Volunteer 
repeat donations at regular inter- 
vals are becoming frequent. 


These two experiences at our 
hospital are typical of the kind of 
problems which are common to 
many—if not most—hospitals. Both 
of these could have been solved by 
the administrator (the first would 
require a physician administrator), 
but they are so time consuming 
that he would have had to give up 
many other essential duties. Yet in 
both instances memorandums, edu- 
cational campaigns and_ other 
methods failed. The only effective 
method required a great deal of 
the administrator’s time or the time 
of his assistant or agent. 

In the cases cited above the spe- 
cial assistants were physicians but . 
it is not mandatory that assistants 
be medical men. We have used lay 
assistants for jobs such as ascer- 
taining the actual use and degree 
of waste of printed forms. This has 
enabled us to reduce, and in some 
cases consolidate the forms needed. 
A lay special assistant could be 
commissioned to assay the wastage 
in use of gauze, bandages, dress- 
ings or adhesives by observing the 
practices from day to day through- 
out the hospital. We contemplate 
several other specific jobs for spe- 
cial assistants. Other administra- 
tors can think of many more. 
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Developing safe technique 


in the formula room 


The Association prepares a new guidebook 
on its organization and operation 


MARGARET GILLAM 


IARRHEAL DISORDERS of infants 

have been an enigma to hos- 
pitals since earliest days. Yet re- 
searchers have developed no abso- 
lute safeguards against apparently 
spontaneous outbreaks. With each 
outbreak, the individual hospital 
and hospitals in general are sub- 
ject to serve critcism. 

It is now recognized that a pro- 
gram for the prevention and con- 
trol of diarrheal disorders of in- 
fants is a many-sided affair. It does 
involve proper organization and 
operation of the formula prepara- 
tion room and strict observance of 
sanitary procedures and_ tech- 
niques. 

A committee of the American 
Hospital Association has been 
studying the problem for more 
than two years in an attempt to 
draft a procedure that will elimi- 
nate the recognized sources of dan- 
ger in the formula room. From its 
study has come a manual of pro- 
cedures and layout for the infant 
formula room. 

The new manual—submitted for 
approval to the Coordinating Com- 
mittee and the Board of Trustees 
—is not an absolute guarantee 
against an epidemic outbreak. It 
Says, in effect, that if certain rec- 
ommended procedures are followed 
to the letter, the present recog- 
nized dangers may be eliminated. 
These dangers are centered in 
three main areas: Preparation of 
the formula, conduct of those in- 
volved in the handling of the for- 
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mula, and the condition of the 
facilities where the formula is pre- 
pared. 

In the manual’s six chapters, the 
following basic essentials are dis- 
cussed and recommendations are 
made: 

1. A bacteriologically acceptable 
terminally heated formula is one 
on which a plate count shows less 
than 25 organisms per milliliter. 

2. Terminal heating completely 
assembled units (bottled filled, 
nippled and capped) can be relied 
on to produce a bacteriologically 
acceptable formula. 

3. The formula room should be 
used exclusively for the prepara- 
tion of formulas. 

4. Preparation of formulas 
should be functionally separated 
from the cleaning of equipment. 

5. Thorough cleaning of bottles 

and utensils—using chemical de- 
tergents rather than soaps—and 
clean technique are essential (nip- 
ples should be presterilized). 
6. If thorough cleansing of 
equipment and terminal heating 
are employed, presterilization of 
bottles and sterile technique are 
unnecessary and, for efficiency of 
operation, should be eliminated. 

7. Cooled formulas should be re- 
frigerated immediately at a tem- 
perature of 40° Fahrenheit to avoid 
prolonged incubation of any or- 
ganism surviving terminal heating. 

8. Personnel policies should pro- 
vide for expert supervision of the 
formula room, periodic health ex- 
amination and observation of prop- 
er health practices. 


Though the principles are appli- 
cable to all hospitals, some sugges- 
tions for adaptation of procedure, 
modification of equipment and use 
of personnel in the small hospital 
are presented in the final chapter. 

Terminal heating: As its name im- 
plies, terminal heating means that 
the formula is subjected to bac- 
teria-killing heat after the bottle 
is filled, nippled and _ covered. 
Though terminal heating—now re- 
quired by law in some states— 
eliminates the need for sterile tech- 
nique, it requires strict observance 
of clean technique. Thorough 
cleaning and critical inspection of 
bottles and nipples and utensils 
used in preparing formulas are im- 
portant procedures. 

Emphasis is placed on thorough 
cleaning, which investigators have 
shown is adequate preparation for 
terminal heating of the formula. 
Nipples are boiled as an extra pre- 
caution because of the difficulty of 
scrubbing all parts.“Chemical de- 
tergents were found to be superior 
to soaps for cleaning of bottles and 
utensils. 

Terminal heating of the assem- 
bled formula unit may be per- 
formed by one of two safe and 
satisfactory methods.’The nonpres- 
sure method requires a tempera- 
ture of 212°F. for 25 minutes with 
either flowing steam or boiling wa- 
ter and steam by the use of the 
water bath technique. 

While the nonpressure method 
is absolutely safe bacteriologically, 
it does not always produce sterile 
formulas. Experiments have shown 
that the bacterial count is uniform- 
ly less than 10 colonies per 5 cc. 
of milk, and more than 50 per cent 
of the formulas are sterile. Its ad- 
vantages are: (1) The simplicity 
of operation permits the use of un- 
skilled personnel; (2) costs are 
lower; (3) there is no known risk 
of chemical or physical changes, 
and (4) the apparatus can be used 
for cooling formulas by draining 
the water and replacing with,cold 
circulating water. 

Pressure heating is the other ter- 
minal heating method. It is earried 
out in an autoclave which provides 
steam under pressure and there- 
fore produces temperatures higher 
than boiling water. “An exposure 
to 230° Fahrenheit at seven pounds 
pressure for 10 minutes is recom- 


4) 





























‘wetees [| 
mec 


SK HOT PLATE 
COUNTER 


SsTeanizee STeRWizer STERILIZER 


cOuNTER 
siuK —y 


Sortie wasnee 


REFRIG. 


cart 
[tees COUUTER 
° ‘ 


couuTer ieee 
ei WOT PLAT 








wv 





Two rooms should be provided for the formula unit of any hospital, 
one for receiving and cleaning and the other for the preparing and 
assembling process. A sliding half-window or door between the rooms 
will permit economical transferring. A suggested floor plan for the 
small hospital is shown on the left, and for the large, on the right. 
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mended. This condition is more 
effective against some heat resis- 
tant bacteria than 212° Fahrenheit, 
but like the 212° temperature, it 
does not kill all nonpathogenic 
bacterial spores and therefore can- 
not guarantee sterility. 

The degree of temperature nec- 
essary to produce sterility of for- 
mulas—250° Fahrenheit for 15 
minutes—has been shown to be 
physically damaging to the formu- 
la (caramelization). 

“ The only advantage of the auto- 
clave method is the higher per cent 
of sterile formulas resulting. As a 
deterrent, the pressure method re- 
quires more skilled personnel to 
operate. The initial cost is much 
greater and unless the autoclave 
can be reserved for formulas only 
(because it should be equipped 
with a control device to’ prevent 
exposure to temperatures greater 
than 230° Fahrenheit) there is risk 
of physical and chemical damage. 

When properly controlled, ter- 
minal heating offers many advan- 
tages and assures satisfactory con- 
formance with these criteria: 

1. Bacteriologic safety. 

2. Avoidance of nutritive and 
physical damage to the formula. 

3. Economy of time and expense 
in the formula room. 

4. Simplicity of operation. 

To simplify operations, clearly 
outlined instructions for operating 
should be posted near the appara- 
tus. Operators should be instructed 
on the importance of proper pro- 
cedures for terminal heating and 
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principles governing operation of 
the equipment. 

Equipment should have sufficient 
capacity to permit processing the 
entire number of formulas within 
a reasonable time limit.’The time 
cycle of each operation of equip- 
ment, including loading and un- 
loading, should not exceed ap- 
proximately one hour. 

Plant and equipment: The formula 
room in a hospital caring for ob- 
stetrical and pediatric patients 
should be used for no purpose 
other than the preparation of milk 
or milk substitute feedings, solu- 
tions for prelacteal feedings and 
water for infants. 

Although the location of the 
room will vary with the type of 
hospital, these are the basic con- 
siderations that should guide selec- 
tion: 

1. The formula room should be 
in a place where there is the least 
possible danger of contamination, 


particularly from sick infants and 


children. 

2. It should be removed as far 
as possible from the traffic of em- 
ployees, patients and visitors. 

3. It should be convenient for 
distribution of prepared formulas. 

4. Its design should permit ade- 
quate supervision. 

Two rooms should be provided, 
one for receiving and cleaning the 
formula unit assembly and utensils 
and the other for preparing and 
processing the formulas. A sliding 
half window or door between the 
clean-up room and the formula 


room will provide for the trans- 
ferring of clean equipment in the 
most economical way. 

The amount of space allocated 
to the formula room will vary with 
the total number of bottles of for- 
mula and water to be prepared, the 
layout of the room and the type of 
equipment selected. 

On the basis of an average of 
40 minutes required to process for- 
mulas through the terminal heat- 
ing apparatus, approximately 400 
bottles of formula may be pre- 
pared daily in a unit where the 
clean-up room measures 16 ft. 6 
in. x 5 ft. 6 in. and the preparation 
room 16 ft. 6 in. x 9 ft. 6 in. 

The hospital with approximately 
10 formulas daily, the manual ex- 
plains, can carry out formula pro- 
cedures in one room providing the 
procedures of cleaning and prep- 
aration are segregated by time and 
space. 

A room 10 ft. x 14 ft. will be 
sufficient providing its construc- 
tion conforms with other recom- 
mendations for a sanitary, easily- 
cleaned unit and assures compliance 
with sanitation and health depart- 
ment regulations. 

Approval of the proper health 
authority, usually the state depart- 
ment of health, should be obtained 
on all construction plans. 

The manual includes a complete 
minimal list of equipment for the 
clean-up and preparation areas. It 
specifies that equipment should be 
of noncorrosive metal when ob- 
tainable and so constructed that all 
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parts are cleaned easily. All equip- 
ment should be approved by the 
proper sanitation or health author- 
ity for sanitary construction. After 
installation, it should be inspected 
and approved to assure the hospital 
that the plumbing and other fea- 
tures of installation meet the 
health regulations or sanitary codes 
applicable to the hospital and for- 
mula room. 

Vitreous tile, terazzo and other 
easily-cleaned, hard-surfaced ma- 
terials are the most practical floor- 
ing materials. Floors should be 
constructed with a coved base flush 
with the wall. 

The walls, likewise, should be of 
a material that is easily cleaned. 
Dust-catching ledges should be 
avoided. Sound-proofing materials 
should be washable. 

Air conditioning is the preferred 
method for ventilation. Forced 
draft will provide a continuous flow 
of dust-free air. Window ventila- 


tors with air filters may be used. 
Lighting installations should rec- 
ognize the need for the accuracy 
required in the work. Because 
clean technique and terminal heat- 
ing are called for, the installation 
of ultraviolet germicidal units is 
unnecessary in the formula room. 
¥Wall cabinets should be avoided, 
but if used, they should not be 
placed over the work areas where 
formulas are prepared. Utility cab- 
inets under preparation or work 
counters are preferred. 
Administration: Responsibility for 
the entire operation of the formula 
room, including the maintenance 
and enforcement of standards 
should be assigned to one qualified 
person. This person may be a grad- 
uate nurse, qualified dietitian, 
physician, milk technologist or 
other scientifically trained person 
who is competent to train student 
nurses or dietetic interns. At least 
one alternate, thoroughly trained, 
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should be available for emergency 
or relief duty. 

Secondary duties should be as- 
signed to this person only if time 
permits after formula preparation 
is completed. When the fulltime 
services of formula room attend- 
ants are not required, they should 
be assigned part time duties in a 
clean area of the hospital. Those 
engaged in the care of sick patients 
should not be permitted to work 
in the formula room. 

Student nurses or dietetic interns 
may be assigned for training but 
the training should be arranged so 
that it does not interfere with the 
routine operation of the room un- 
der a regular trained staff. 

The formula room _ supervisor 
should be immediately responsible 
to the administrator of the hospital 
or the representative of the nurs- 
ing, dietary or medical department 
delegated by the administrator. 
The supervisor has the responsibil- 
ity to establish routines with the 
medical and nursing services for 
the method and time of ordering 
formulas, to select and train per- 
sonnel, to set up written proce- 
dures for the various operations 
and to supervise the work. 

Hospitals should adopt definite 
procedures for the ordering of for- 
mulas. The manual recommends 
standardization of the following 
procedures: 

1. Authorization of persons who 
may order formulas. ) 

2. Transmission of written for- 
mula orders. 

3. Assignment of responsibility 
for transmission of routine orders 
to the formula room within the es- 
tablished time limit, and for prompt 
transmission of all emergency or- 
ders. 

4. Establishment of a time limit 


« for receiving new formula orders 


and changes, except for emergency 
cases. The manual recommends 
that in most cases the order be in 
the formula room on the day pre- 
vious to the initiation of the new 
formula and received at an hour 
that will permit formula room per- 
sonnel to obtain additional neces- 
sary supplies. When formula mak- 
ing procedures are carried out in 
the afternoon, formula orders 
should be received one hour in ad- 
vance of starting the formula prep- 
aration. 
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5. Definition of “emergency” or- 

ders. A simple increase in the con- 
centration or total quantity of the 
formula, would not be classed as 
an emergency. A change in the for- 
mula because of the development 
of an intestinal disorder, however, 
would be recognized as an emer- 
gency. 
\ Standardization of formulas is 
recommended. The committee 
members explain that a few stand- 
ard formulas will meet the needs 
of the majority of infants. Aside 
from breast milk there is no one 
form of milk, no single sugar and 
no one combination of ingredients 
that is superior to all others. Small 
differences in the proportions in 
which ingredients are combined 
are usually unimportant. Only. in- 
gredients that can withstand ter- 
minal heating should be used in 
the preparation of standard for- 
mulas. 

Formulas should be standardized 
after consultation with physicians 
who regularly attend infants on 
that service. The standardized list 
should be reviewed from time to 
time, preferably by a standing 
committee of the physicians. 

The delivery of the formulas to 
nurseries should also be regulated 
by written procedures. For ex- 
ample: 

1. Formulas should be distribut- 
ed to the nurseries by formula 
room personnel. 

2. They should be distributed 
after they are cooled from ter- 
minal heating. 

3. In a nursery to which only 
the assigned personnel are admit- 
ted, a member of the nursery staff 
should receive the formulas and 
place them in the refrigerator. In 
a pediatric nursery it may be pre- 
ferable to deliver the formulas di- 
rectly to the refrigerator. 

Since the person in charge of 
the formula room is responsible for 
the working routines and tech- 
niques, she should also see that 
equipment and facilities are prop- 
erly maintained. She should make 
regular inspections and _ daily 
checks of refrigerator tempera- 
tures and pressure and tempera- 
ture of the autoclave, sending re- 
ports to the administrator routinely. 
He or his representative should 
make a weekly inspection of the 
formula unit. 
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Irregularities in the operation of 
equipment should be reported im- 
mediately to the maintenance de- 
partment. Maintenance personnel 
must be trained to keep all equip- 
ment, particularly terminal heat- 
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The assignment 


The Committee on Manual 
of Procedures and Layout for 
the Infant Formula Room 
functions under the Ameri- 
can Hospital Association’s 
Council on Professional Prac- 
tice. Its members, representa- 
tives from obstetrics, pedi- 
atrics, dietetics, public health, 
industry, nursing, and hospi- 
tal administration, were in- 
structed to: (1) Review pres- 
ent practices, (2) define and 
correlate the essential func- 
tions of the formula room 
and (3) make recommenda- 
tions for safe and efficient 
preparation of infant formu- 
las. 

Compilation of material for 
the manual was made pos- 
sible through funds provided 
by Mead Johnson & Company 
and the Evaporated Milk As- 
sociation. 

Members of the committee 
are: Russell A. Nelson, M.D., 
chairman, Johns’ Hopkins 
Hospital, Baltimore; Hattie E. 
Alexander, M.D., Babies’ Hos- 
pital, New York City; Sidney 
M. Bergman, Montefiore Hos- 
pital, Pittsburgh, Pa.; Marian 
M. Crane, M.D., Children’s 
Bureau, Washington, D.C.; 
H. E. O. Heineman, Ph.D., Pet 
Milk Company, St. Louis, 
Mo.; Margaret Losty, R.N., 
New York City Department 
of Health; Preston A. Mc- 
Lendon, M.D., George Wash- 
ington School of Medicine, 
Washington, D.C.; Robert H. 
Miller, Mead Johnson & Com- - 
pany, Philadelphia; John 
Parks, M.D., George Wash- 
ington School of Medicine, 
Washington, D.C.; Anthony 
J. J. Rourke, M.D., Stanford 
University Hospital, San 
Francisco, and Irene W. West, 
Darien, Conn. 
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ing equipment and refrigeration 
units, operating at maximum effi- 
ciency. Routine preventive care 
should be practiced. 

Preparation and handling: The 
manual’s fourth chapter includes 
detailed instructions covering: (1) 
Procedures to be followed by for- 
mula room personnel, (2) care of 
equipment, (3) the mixing and 
terminal heating of the formula, 
(4) terminal heating methods, and 
(5) cooling, refrigeration, trans- 
portation, storage and warming of 
formulas. 

The preparation of special for- 
mulas is fully described in a fifth 
chapter. 

Terminal heating is applicable 
to all types of formulas except 
those curdled by heat. This in- 
cludes the acid milks, lactic acid 
and some powdered milks. Even 
these milks can be subjected to 
terminal heating if a blending de- 
vice is used for homogenizing them 
first. Dried lactic acid milk toler- 
ates the degrees of heat described 
for terminal heating without ho- 
mogenization. : 

The manual strongly recom- 
mends that every effort be made 
to use terminal heating on all for- 
mulas. It explains that while ster- 
ile technique is theoretically safe, 
the opportunities for breaks in 
technique are too great to warrant 
its general use. Sterile technique 
should be limited to special for- 
mulas that cannot be heated. 

Control procedures: Reliability of 
any formula preparation technique 
is dependent on the strict observ- 
ance of all planned procedures. To 
insure this observance, the com- 
mittee has added an appendix that 
describes two major control tests. 
The first of these is a set of instruc- 
tions for making periodic bacteri- 
ologic tests. 

The second is a test of the effi- 
ciency of the formula room. It is 
an outline to guide the supervisor 
in making a quick daily check of 
the operation of the formula unit. 
It may also be used as a guide in 
the preparation of a report to the 
chief physician and the administra- 
tor. The administrator or his rep- 
resentative, making a weekly in- 
spection of a formula unit, will find 
this outline helpful in evaluating 
the complete formula room oper- 
ation. 
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These are some of the steps 
taken by Columbia Hospital's 
pharmacy department to bring 
efficiency and order into the 
routine operations of the day. 


The hospital pharmacy 


comes to order 


ESTELLE TOMLINSON, R. Ph. 


E OFTEN THINK OF our phar- 
macy as a five-ring circus. 
Traffic comes from all directions at 
the same time, and everyone must 
have service at once. Our problems 
seem to multiply as this traffic in- 
creases and we necessarily take a 
multiple approach to solving them. 
Efficiency in the pharmacy means 
practical organization of drugs, 
speedy but careful delivery service, 
training for personnel interchange- 
ability, accurate record keeping, 
systematic manufacturing of some 
drug items, scheduling of sales in- 
terviews, serving efficiently as a 
disseminator of the latest informa- 
tion about drugs and minimizing 
all interruptions in pharmacy ac- 
tivities. 

My assistant threatens periodi- 
cally to make numbered cards and 
ask each person to take a number 
as she comes in. So far we have 
not tried that, but we are concen- 
trating on every plan to cut down 
traffic and give better service. 

Some real progress is being made 
to cut interruptions in our phar- 
macy by using the dummy to great- 
er advantage in sending down or- 
ders and delivering drugs. We have 
had a box made (as large as pos- 
sible) about six inches high with a 
partitioned section for each station 
marked in large, plain letters on 
each side. This box has been placed 
in the dummy and we insist that 
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cotiss Tomlinson is chief pharmacist at 
olumbia Hospital, Milwaukee, Wis. This 

article is adapted from a Paper presented 

Tria Conference of hospital pharmacists, 
gg Hospital Assembly, May 1949, 
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THIS pharmacy has 
built-in efficiency. 
Stair-type shelves 
convert cabinets to 
useful storage for 
many small bottles. 
Shelves are number- 
ed to correspond with 
a file index system. 
Graduated bottles 
facilitate inventory 
es well as daily use. 


all orders be sent by this route, 
even “stat” orders. We try to give 
very prompt service. If a delay is 
necessary, we send a slip giving the 
approximate time it will take. 

Salesmen have been another 
source of interruption. They are 
now asked to come less frequently, 
to stagger their days and to make 
appointments at a time that will be 
convenient for everyone. 

To supply ready information 
about new drugs, we have placed 
just inside the pharmacy door a 
copy of the Modern Drug Encyclo- 
pedia and an invoice-file box with 
alphabetical index filled with new 
drug pamphlets. Nurses and doc- 
tors are urged to come in and look 
up whatever they wish at their 
convenience. It is gratifying to see 
how many make use of this service 
without interfering with pharmacy 
operations in any way. 

Possibly the biggest time-saving 
has been effected by rearrange- 
ment. We have gone over the en- 
tire department to make it as prac- 
tical as possible and to assemble 
the needs of each specific duty 
within a radius of just a few feet. 

Behind our prescription counter, 
which is not against a wall, there 


is a cabinet for tablets and cap- 
sules. By eliminating the bulky 
barrel-shaped bottles and using 
only tall, straight ones with labels 
on the narrow side, we are able to 
store all the tablets and capsules 
commonly used. These are ar- 
ranged alphabetically. Other drugs, 
which come in smaller containers, 
are put in the cabinet across the 
room. To gain more space, a car- 
penter has made half-width shelves 
with two-inch upright pieces at 
each end. These are placed at the 
back of each shelf, thereby almost 
doubling shelf capacity. 

For chemicals we have found a 
place directly to the right of the 
prescription counter. Here we have 
a wall cabinet, originally planned 
for gallon bottles arranged in a 
double row. A stairway-type shelf 
was built and fitted in one section 
at eye level, thus making space for 
four rows or a total of about 80 
bottles. We use square brown stock 
bettles with typewritten or orig- 
inal labels. The result is a very 
handy arrangement and the bottles 
all are visible. Another section was 
arranged in the same way for liq- 
uids and solutions. 

Close to the outpatient window 
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TALL, UNIFORM bottles labeled on their narrow sides are used to conserve space. 
An emergency first aid and antidote chart is placed conveniently on the side 
of this tablet cabinet which contains a good supply of frequently needed drugs. 


is a place for special orders “and 
requests for special orders, a draw- 
er for prepackaged items and one 
for such items as wrapping supplies 
and charge and cash slips. The pa- 
per which comes around x-ray cut 
film is used for wrapping. It is 
bright yellow, and since it comes 
in several sizes it is very conveni- 
ent. X-ray boxes are used for filing 
away the narcotic sheets. 

Because the pharmacy is not 
open on Sundays and is closed at 
5 P.M., we have made an up-to- 
the-minute card file which makes 
it possible for the nurse in charge 
to find whatever is necessary. 

My assistant and I alternate on 
the morning work schedule. In this 
way we both-keep in close touch 
with every phase of pharmacy ac- 
tivity. One of us takes care of the 
stock bottles, washing and making 
new labels when they are neces- 
sary. We check to see that only 
what is called for on a stock list is 
issued. One of us looks after the 
prescriptions and requisitions. 

Incomplete order forms are sent 
back. For those requiring com- 
pounding, or if a drug must be 
ordered or if something is not per- 
fectly clear, a slip marked “will 
follow” is placed with the order 
and the order is put temporarily 
on a spindle. 

When everything is finished and 
checked, one of us loads the dum- 
my and the other goes to the floors 
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and makes deliveries to the nurs- 
ing stations. Formerly, we sent up 
each basket as soon as orders were 
completed, calling the floor by 
phone. By the time a second order 
was ready, the first usually was 
still riding up and down. Often 
drugs would not be taken off the 
dummy, or if they were, they were 
taken off at the wrong floor. It was 
one big headache. But this new 
system really works and ‘helps 
everyone by eliminating time loss 
and error. 


Once the baskets are out ot ‘he 
way, we do all the compounding, 
order the supplies needed and 
straighten up all loose ends. We 
have outpatients arriving at all 
times, of course, and current orders 
come in which must be looked after 
promptly. 

Orders are priced as they are 
filled. To help maintain uniform- 
ity, tables have been worked out 
on the costs of common quantities. 
These tables are computed for oint- 
ments, liquids, tablets and capsules 
and they are typed on cards and 
placed on the bottom of the counter 
for quick reference. Here is an ex- 
ample: 


Price for Tablets 
Dozen 50’s 100’s 
S19 $ .50 $ .90 

20 85 1.50 
230 1.25 2.25 
.40 ests 2.40 
.50 1.70 3.00 
.60 2.00 3.60 
.65 2.20 4.00 
By fs, 2.60 4.70 
85 3.00 5.50 
95 3.40 6.25 
1.00 3.75 7.00 


We also have a loose-leaf price 
book, similar in principle to a 
bound visible card file system. Each 
drug is listed on a page in the 
various strengths available. The 
pages are small so that the book 
will not be too cumbersome for 





_BENZEDRINE SULFATE 
Tablets 5 mg 
* Section 5 Shelf 2 


Inhalers 











A CARD FILE enables nurses on duty during evenings or on Sundays to find exactly what 
they need in the pharmacy. Each card lists a drug, the different strengths in which it 
is available, the section in which it may be found and its correct pharmacy shelf number. 


HOSPITALS 








THIS drug box is divided into sections for 
the various floors. It fits in the dummy 
and is used for requisitions and deliveries. 


constant use. The book lists costs, 
vendors’ names and prices to pa- 
tients, doctors and to all em- 
ployees. 

When. goods are unpacked, they 
are checked and each item on the 
invoice is marked “S,’” meaning 
stock is in. Later when time per- 
mits, the invoice is compared with 
the price book. If the prices are the 
same, the invoice is marked “P”’; 
if there is a difference,. that is in- 
dicated on the sheet. When a new 
drug is received, a record sheet is 
made and different prices are com- 
puted. Also a card is made at once 
for the placement file. The invoice 
then is sent to the office for pay- 
ment. 

Penicillin is handled in a special 
way. Our doctors prefer the 10 cc. 
vials. The floors have a supply of 
both procaine and crystalline peni- 
cillin in the different strengths. 
The pharmacy does not attempt to 
keep all the kinds of procaine peni- 
cillin, but we have a drawer with 
different types used and near it a 
chart marked in squares with the 
days of the week at the top and 
floors listed along the margin. A 
Nurse brings the empty bottle 
which must be put in the place of 
the filled one she takes and the ex- 
change must be recorded on the 
chart in the proper square. 

In the morning the slips come 
down for pricing, which is done by 
the dose. A record also is kept over 
a weck’s period of the number of 
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doses charged to see that they are 
in ratio with the amount taken to 
the floors. 

Narcotics are issued whenever 
necessary. The nurse brings down 
the order sheet with an empty con- 
tainer. The numbered sheet is 
checked carefully and if it is satis- 
factory, it is approved. The nurse 
then may take a new sheet and the 
old one is checked off. The new 
sheet is charged in the loose leaf 
book we have prepared and the 
nurse is given the narcotic re- 
quested. We examine what she has 
recorded; she checks our count. 

Our hospital does not yet have a 
formulary, but we are working 
toward that end and are making 
some progress by reminding doc- 
tors that if they can use the drugs 
which we have and which we can 
buy in quantity, money can be 
saved for the hospital and the pa- 
tient. We always are glad to order 
whatever is required, but special 
orders take time and cost the pa- 
tient relatively more. Also, credit 
eannot be given for drugs returned 
if they were ordered “special.” 

We really do very little manu- 
facturing, but hope to do more as 
time goes on. Everything possible 
is packaged and made ready for 
busy mornings. Saturated solution 
of potassium iodide, which must be 
freshly made, is weighed and put 
in dropper bottles ready for water 


A SMALL corner section is reserved for the 
pharmacy sink. This facilitates bottle care 
and centralizes many necessary utilities. 


to be added when the drug is 
needed. Alkaline antiseptic solu- 
tion for the floors is handled simi- 
larly. The proper amount of tablets 
together with color tablets are put 
in paper bags ready to add to the 
gallon of water. 

Our hospital pharmacy thus is 
rapidly becoming more efficient 
and well organized. Systematiza- 
tion has produced greater working 
pleasure and has better integrated 
pharmacy activities with the vital 
needs of the hospital. 














TO ENCOURAGE accuracy and careful use of the penicillin supply, this chart is maintained 
to record amounts taken from the pharmacy during the pharmacist's absence. Nurses are 
responsible for proper entries and for putting empty bottles in place of ones they take. 
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HEN IT COMES to providing 
good dietetic service, smaller 
hospitals frequently are confronted 
with serious obstacles. The dieti- 
tian often is not attracted to that 
type of institution because budget 


limitations sometimes make it 
necessary for her to assume duties 
not connected with dietetics ad- 
ministration. A widely fluctuating 
daily census makes long range pur- 
chasing difficult; inadequate stor- 
age space makes it nearly impos- 
sible. In addition, most cooks in 
small hospitals are women who 
are able to prepare and serve a 
tasty, well-rounded meal, but who 
have had no training in dietetic 
therapy. 

Thus, the administrator who is 
acutely aware of such difficulties, 
must be alert to any developments 
which might improve the dietetic 
services of his hospital. At North 
Platte (Neb.) Memorial Hospital, 
the American Hospital Associa- 
tion’s Master Menu was put to use 
advantageously and has solved 
many dietetic problems undoubt- 
edly typical of most small hospitals. 

This hospital has a capacity of 
33 adult patients; the daily cen- 
sus varies from 16 to 32. All diets 
—including meals furnished em- 
ployees—are prepared in one kitch- 
en. The kitchen staff consists of the 
chief cook, who does the purchas- 
ing and is in charge of preparation 
of the morning and noon meals; 
two part time cooks, who prepare 
the evening meal and relieve the 
chief cook on her day off; a tray 
girl and a dish washer. 

Prior to the introduction of the 





Mr. Grady is administrator of the North 
Platte (Neb.) Memorial Hospital. 
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Dietetics problems resolved 





Convincing results with 


the new Master Menu 


FLOYD E. GRADY 


Master Menu service our greatest 
weakness was in preparing the 
special diets. Diabetic diets were 
calculated, as they are now, by the 
administrator; all of the specials 
were monotonous and not too well 
balanced. It was our impression 
that patients on special diets for 
long periods of time were not get- 
ting all the essentials of a good 
diet. General diets, on the other 
hand, were quite good, fairly well 
balanced, attractive and well pre- 
pared. Yet even the general diets 
tended toward a repetition that is 
not uncommon in most hospitals. 
The attraction of the Master 
Menu service lay in its suggestions 
for special diets and its avoidance 
of monotony. Another factor which 
induced us to try the Master Menu 
was our cook, a near-genius in the 
preparation and serving of food. 
Examination of the first month’s 
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EACH day transfer slips listing new menus 
are attached to Master Menu charts where 
they correspond to prearranged diet plans. 










menus led us to estimate that the 
Master Menu service would in- 
crease our food costs by about 10 
per cent. This increase would have 
been brought about by the great- 
er use of meat, fruit and juices and 
the serving of more elaborate morn- 
ing and evening meals. Therefore, 
for the February meeting of the 
medical staff, samples of the Master 
Menu were prepared and presented 
with an explanation of the pro- 
posed service and our reasons for 
its adoption. The medical staff en- 
dorsed the move enthusiastically. 

On receipt of our copy of HospI- 
TALS each month, the Master Menus 
now are copied on printed transfer 
slips which are retained in the 
office. HOSPITALS then is passed on 
to the chief cook who uses it as a 
guide for purchasing. Each after- 
noon the charts are taken to the 
office and transfer slips for the 
evening meal, breakfast and din- 
ner for the following day are at- 
tached. The charts are hung on a 
cupboard door near the work table 
for convenient reference in prepar- 
ing the trays.- 

Substitutions, while avoided as 
much as possible, have sometimes 
been necessary. Local dietary hab- 
its have forced us to avoid the use 
of visceral meats with the excep- 
tion of liver. At times the foods 
suggested are not available. This 
applies particularly to certain types 
of fish. In substituting, however, 
we try to keep the substitution as 
much like the original as possible. 

After using the Master Menu for 
three months we made a fairly 
accurate analysis of its benefits and 
disadvantages. It was found that 
our estimate of food cost increase 
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was rather inaccurate. Instead of 
10 per cent, the increase amounted 
to 19 per cent. During the three 
months immediately before the 
adoption of the Master Menu serv- 
ice, 9,307 meals were served at a 
food cost of $2,744.69 or 29.5 cents 
per meal. The next three-month 
period saw a food cost of $3,252.20 
for 8,912 meals served or 36 cents 
per meal. 

We believe, however, that as the 
Master Menu becomes a more fa- 
miliar tool our food costs will drop 
about 4 per cent; no more can be 
expected in a small hospital. Wide- 
ly fluctuating census and the need 
for small quantity purchasing have 
their effects on cost. 

Undoubtedly the use of the Mas- 
ter Menu has brought us many 
benefits. Slightly varying opinions 
among the medical staff members 
concerning diet therapy have been 
resolved and uniform diets now 
are provided. The chief cook is re- 
lieved of the onerous duty of creat- 
ing menus month after month and 
of the danger of getting stale at it. 
Acceptance of the new system by 
patients has been very enthusiastic. 


Finally, the greatest single value 
of the Master Menu is that the spe- 
cial diets have now assumed their 
proper therapeutic role and are no 
longer merely something to ap- 
pease the appetite. The Master 
Menu service has cost us money 
but it is money well spent in the 
improvement of dietetic service to 
our patients. 





MASTER MENU charts are hung on a cup- 
ard door so they can be consulted readily 
y the cook as she prepares patients’ trays. 
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To ward off compulsion— 


make it unnecessary 


This is how it can be done: Organize an intensive 
house-to-house canvass for Blue Cross membership 


ANSON C. LOWITZ 


ODAY, THE GOOD conduct of our 
‘aaa hospitals is being 
challenged by persons in high office 
as a means to garner popular favor 
for federal compulsory health in- 
surance. Through the clever selec- 
tion of evidence, public thinking is 
being skillfully directed away from 
the magnificent contributions of 
our voluntary hospitals and men 
of medicine, into an imaginary 
promised land where all will be 
painless and free. 

You now stand accused of fail- 


. ure, through negligence to meet 


the health needs of the nation. As 
you well know, any direct attack, 
without question, will be used as 
evidence that you are opposed, for 
various selfish reasons, to any pro- 
gram designed to better the health 
and welfare of the nation. 

Today, most thinking people 
share the belief that every citizen 
is entitled to some form of protec- 
tion against the financial burdens 
of hospitalization and medical care. 
Our only concern is how this can 
best be achieved without endan- 
gering our freedoms, our national 
finances and without retarding the 
further development of the highest 
standards of medical care in the 
world. 

Lip service will not accomplish 
the goal, neither will a program of 
relations which merely 
seeks to disprove the charges which 
have been made against you. The 
only certain way to maintain the 
voluntary system is to make com- 
pulsory health insurance unneces- 





Mr. Lowitz is vice president of the J. 
Walter Thompson Company, serving as its 
representative on the Advertising Council. 
This article is adapted from his address to 
the Middle Atlantic Hospital Assembly 
May 20, 1949, at Atlantic City. 


sary. This calls for positive action! 

Those who sponsor the compul- 
sory system have confused the 
major issue by implying that the 
financial inadequacy of an indi- 
vidual is tantamount to inadequacy 
of care. 

Despite our remarkable record 
of achievement and service to hu- 
manity, it cannot be said that ade- 
quate care is today being given to 
every American who may require 
it, or that hospital and medical at- 
tention is equally available to all. 
For hospital and health facilities, 
like every other public service, 
have been established and expand- 
ed on the basis of community need. 

It must be admitted that there 
are literally thousands across the 
broad expanses of the nation who 
are presently being deprived of 
proper care. Their special prob- 
lem, however, provides no basis for 
altering a voluntary system which 
is adequately caring for the vast 
majority of our people. 

Concerning the ability to pay, 
all will admit that a certain per- 
centage of the population always 
will be indigent. It is scarcely good 
logic, however, to conclude that 
only the wealthy can afford hospi- 
tal services. Had it not been for the 
past generosity of those with 
means, few hospitals would be 
standing today. And, were it not 
for the substantial gifts of a few, 
most of our hospitals would be 
forced to curtail some services. 

Today, a total of more than 55,- 
000,000 individual Americans have 
some form of hospital expense cov- 
erage which was purchased volun- 
tarily. In addition, more than 31,- 
000,000 workers—more than half 
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of all employed civilians—are in- 
sured under some form of volun- 
tary coverage against the loss of 
income due to sickness or accident. 
Some 26,000,000 citizens have sur- 
gical expense coverage while 9,000,- 
000 are indemnified against medical 
expenses. 

Without benefit of even the most 
rudimentary selling efforts, with- 
out public education, without 
duress and often in the face of 
needless red tape and obstacles, 
millions of Americans have gone 
out of their way to buy some form 
of voluntary hospital and medical 
expense coverage for themselves 
and their families. They bought 
protection because it appealed to 
them as Americans. 

Therefore, while most of the 
charges leveled against you scar- 
cely merit attention, you stand 
accused of years of lethargy, timid- 
ity and neglect in your failure to 
place the story of our voluntary 
hospitals before the people of the 
United States. 

I am convinced that, in the long 
run, popular acceptance of one 
plan or the other will revolve 
around two points — availability 
and cost. I am equally certain that 
nothing will be gained by publicly 
debating these issues. On the other 
hand, Blue Cross membership with 
its known costs is available to prac- 
tically every living soul within the 
radius of existing hospital facilities. 
Here is the sphere in which those 


who favor the voluntary system 
can win. Why not take advantage 
of it? 

Should a compulsory system be- 
come a reality, it is perfectly ob- 
vious that existing voluntary hos- 
pitals would have to continue to 
provide most of the local facilities 
—yjust as they do today. The hos- 
pitals may be unable to carry the 
load unless provisions are made for 
sufficient funds to assure adequate 
care for everyone in each local 
hospital community. 

While it is true that the problem 
is national—even as the problems 
of adequate housing or the proper 
education of our children—the so- 
lution must eventually come lo- 
cally. 

During the war it was my privi- 
lege to serve as voluntary head of 
the Advertising Council task force 
with the respensibility of helping 
to recruit young women for the 
U. S. Cadet Nurse Corps, graduate 
nurses for the military services, 
nurses for the Veterans Adminis- 
tration, retiréd nurses for active 
civilian duty and Red Cross nurse 
aides. 

In their initial efforts, each of 
these organizations insisted upon 
individual drives at the national 
level. The results were waste, cha- 
os and confusion. Once these activ- 
ities had been consolidated and the 
national program reduced to a se- 
ries of local efforts, explaining how 
every woman could find her proper 
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ONE FOR THE RECORD 
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Direct line to the incubator 


A PATIENT’S SON who came into Seattle from out of town, tele- 
phoned the Maynard Hospital one evening to get permission to 
visit his father after visiting hours. He was advised not to come so 
late. In accepting the supervisor’s decision he said, “All right. 
Just tell Dad to keep a stiff upper plate and I’ll see him Sunday.” 


Ww OW 


A YOUNG WOMAN who had been discharged from our maternity 
department left a premature infant behind for further care in an 
incubator. She telephoned one evening to inquire about him. In re- 
sponse to the operator’s “Maynard Hospital,” she requested: ‘“In- 
cubator please.”—MARGARET E. BATEMAN, R.N., supervisor, the 


Maynard Hospital, Seattle, Wash. 


Any good anecdote is one for the record. Share yours by sending it to “One for 
the Record,” editorial department of Hospitats, 18 East Division Street, Chicago 10. 














place in the nursing picture, the 
national problem was solved. 

The principle of local drives 
against a national backdrop is a 
well recognized and effective ve- 
hicle for achieving results. The 
block system of solicitation has re- 
sulted in the sale of small denomi- 
nation war bonds to 85,000,000 
individual Americans. House-to- 
house canvass, supported by a 
national educational program, pro- 
duced more than 20,000,000 con- 
tributions to the nation’s commun- 
ity chests during 1948. Most of our 
hospitals are now sharing the fruits 
of that effort. 

As local organizations, having 
the respect and affection of local 
communities, hospitals have the 
facilities within their grasp to deal 
a death blow to any national pro- 
gram. And here is one concrete 
program which can be put to work 
almost immediately. 

It is proposed that each admin- 
istrator, as the representative of 
his hospital, immediately form a 
local committee comprised of the 
business leaders in the community, 
club women known for their abil- 
ity to put across local drives, and 
the most active members of the 
local community chest, Red Cross 
and similar organizations. 

Concurrently, in complete co- 
operation with the Blue Cross plan, 
this committee should be organized 
for an intensive, communitywide, 
house-to-house canvass for Blue 
Cross membership. Obviously, vol- 
unteer solicitors cannot sell Blue 
Cross memberships. That can be 
handled through community en- 
rollment offices. But volunteer 
workers ‘can be trained to tell the 
voluntary hospitals’ story. 

Most drives for funds are on 
behalf of worthy causes far re- 
moved from the giver. Here is a 
drive of obvious personal benefit 
to every local citizen. Such a pro- 
gram will inform administrators’ 
fellow citizens of the attributes of 
the voluntary system, and tell 
them how to do something about 
it. With twice the present Blue 
Cross enrollment most of the prob- 
lems would vanish. 

The time has come for action in 
public relations—not arguments. 
The voluntary system can be pre- 
served only if it is proved that a 
compulsory system is unnecessary. 
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MSSOUR| MEDICAL COLLEGE 
MAR. 9, 1849 


PRES ATrENDANE: 
EW REGISTRANTS 


DRAMATIC presentation of medical progress 
consisted of several lively, 10-minute skits. 


O CAPTURE COMMUNITY interest, 

Menorah Hospital in Kansas 
City, Mo., recently combined two 
unusually good devices—an exhibit 
and a series of dramatized lectures 
on advancements in medicine. 


“What’s New in Medicine,” as 
the combined lectures were called, 
was made up of 10-minute skits 
which were linked together by a 
master of ceremonies, a_ profes- 
sional actor dressed as a doctor of 
1849. The stage of our community 
recreation center was divided into 
two sets, one with the old-time 
doctor surrounded by ancient med- 
ical equipment and the other with 
a round-table panel of several 


Mr. Waife is administrative assistant at 
Menorah Hospital, Kansas City, Mo. 


fi -_ : 1 sesetis 
MORE than 400 community citizens attended "What's New in Medicine" the first time it was presented. Most were so enthusiastic they 
requested repeat performances and offered suggestions which will be used in future hospital-sponsored programs now being planned. 
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Dramatizing 
service by 


contrasts 


MITCHELL M. WAIFE 


physicians on the hospital’s staff. 
The script indicated two meetings 
taking place simultaneously. 

The 1849 physician was welcom- 
ing a new class of medical students 
and giving its members a back- 
ground of the then current medical 
practices. As he spoke, the stage 
lights faded and then were shifted 
to one of Menorah’s physicians 
talking on the current application 
of the same subject. By this con- 
trast, modern advances in medi- 
cine were brought clearly to the 
audience’s attention. 

This is a typical portion of the 
script. Professor of 1949: ‘Medi- 
cine today is so advanced that peo- 
ple can expect to live to an average 
age of 40...” Lights fade out on 
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SPECIAL diets and a blood test exhibit were 
among the displays featured in the lobby. 


the professor and shift with in- 
creasing intensity to the next phy- 
sician who speaks about the aver- 
age life expectancy today of 63, 
and how drugs have helped to 
make this possible. 

Many vital topics were discussed, 
such as: “How Doctors Get That 
Way,” -a talk on the education, 
training and rigors of medicine; 
“My Day as a Physician,” a breezy 
talk on a physician’s average day 
with a detailed description of to- 
day’s hospital; ‘Miracle Drugs,” a 
presentation about sulphas, penicil- 
lin and streptomycin; “Surgery,” a 
presentation of the latest develop- 
ments in that field, and “Outside 
Looking In,’ which was about 
x-rays. The final talk of the eve- 
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ning was illustrated with slides 
and the performance ended with a 
discussion on what the control of 
atomic energy can mean in the 
curing of disease. 

As added attractions, instrument 
trays, an electrocardiograph, a por- 
table x-ray and a special labora- 
tory display were exhibited in the 
lobby of the community center. 
Each exhibit was attended by hos- 
pital employees in uniform and 
they willingly answered questions. 

In addition, there were three 
typical hospital food trays showing 
regular, soft and liquid diets. A 
laboratory exhibit featured micro- 
scopes set up with normal blood 
and lukemia blood, and a free Rh 
factor test was given to all women 
present. In the most interesting ex- 
hibit, colored slides showed dis- 
eased organs, and a sign asked visi- 
tors if they could identify such 
disorders as cancer or lipoma. All 
exhibits were opened before and 
after the talks. 

About 400 people filled the the- 
ater and saw the exhibits. There 
was no charge for admission and 
the evening was publicized through 
membership lists of the center and 
the hospital’s auxiliary. Citywide 
publicity was given through local 
newspapers. 

Only enthusiastic comments were 
heard from the audience. So many 
persons requested future presen- 
tations that now tentative plans 
call for a similar program each 
year. In addition to. briefing the 
community on medical develop- 
ments, the hospital staff presented 
a panel of photographs showing 
various departments of the hospi- 
tal at work. 

Since this was a _ cooperative 
venture, the hospital called on the 
dramatic director of the community 
center, who staged the perform- 
ance and gave it a necessary dra- 
matic lift. He had a sign maker and 
display worker to do the art work 
on posters and descriptive cards 
for the exhibits and the panels. 

This type of program was en- 
tirely new to the hospital and the 
center and has set an excellent 
precedent for other such exhibits 
and lectures. The cooperation of 
staff physicians was essential to 
the success of the program and 
other members of the hospital staff 
contributed much time and effort. 


52 


AANA 


TO DR. CLAUDE W. MUNGER 


The annual Award of Merit 


HEN THE ASSOCIATION’S Board 

WW of Trustees met at Chicago in 
June, members approved the nom- 
ination of Dr. Claude W. Munger 
as the 1949 winner of the Award 
of Merit. Dr. Munger is the elev- 
enth person to receive the award, 
which was presented first in 1939. 

The citation engraved on the 
award reads: “Claude Worrell 
Munger, M.D., eminent adminis- 
trator and counselor whose energy 
and wisdom have immeasurably 
advanced education and standards 
of hospital administration and 
whose selfless leadership of hospi- 
tals, health organizations and the 
American Hospital Association 
have benefited all the people.” 

Dr. Munger, who retired from 
active work in 1948, has been ill 
and there has been some question 
of whether he will be able to at- 
tend the Association convention in 
September. In mid-July Associa- 
tion President Joseph G. Norby 
and Executive Director George 
Bugbee visited Dr. Munger in his 
Connecticut summer home to pre- 
sent the award to him there. 

Director of St. Luke’s Hospital, 
New York City, from 1937 until 
his retirement last year, Dr. Mun- 


ger remained a consultant to the 
hospital until recently. Previously 
he had been superintendent of Co- 
lumbia Hospital, Milwaukee, su- 
perintendent and medical director 
of Blodgett Memorial Hospital, 
Grand Rapids, Mich., and director 
of Grasslands Hospital, Valhalla, 
N.Y. He also has been a professor 
of hospital administration at Co- 
lumbia University. 

Dr. Munger became a personal 
member of the American Hospital 
Association in 1918 and served as 
president in 1936. His Association 
activities include membership on 
the Commission on Hospital Care 
and the Joint Commission on Edu- 
cation. 

He is a charter fellow of the 
American College of Hospital Ad- 
ministrators and was president of 
that organization in 1944 and again 
in 1945. He also has been president 
of the New York State Hospital As- 
sociation and the Hospital Associa- 
tion of Greater New York. 

Dr. Munger’s nomination by the 
Committee on Award of Merit was 
the first in the new selection pro- 
cedure approved by the Board this 
year. This standing committee is 
made up of past-presidents active- 
ly engaged in hospital or related 
health work, with the immediate 
past-president as chairman. 

Candidates are nominated by 
each committee member, then 
votes are cast for the five persons 
receiving the highest number of 
nominating votes. The final selec- 
tion, which is the person accumu- 
lating the greatest number of 
points, is reported to the Board. 
The Board then passes on the se- 
lection and decides if the award is 
to be given in the current Associa- 
tion year. 

Graham L. Davis, director of 
the hospital division of the W. K. 
Kellogg Foundation, Battle Creek, 
Mich., and immediate past-presi- 
dent, is chairman of the committee. 
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N acute shortage of doctors, 
A nurses and hospital personnel 
severely crippled facilities in Vet- 
erans Administration hospitals be- 
fore the end of World War II. New 
procedures to relieve the profes- 
sional staff of administrative de- 
tails were necessary and, as in 
civilian hospitals, every device 
available was put to work to save 
professional time and energy. 

Veterans Administration hospi- 
tals were faced with greater prob- 
lems—with more paper work— 
than most hospitals, but solutions 
to those problems followed much 
the same pattern. Time-saving 
methods and ways of solving pure- 
ly local difficulties often follow a 
general pattern and, in this respect, 
the Veterans Administration was 
not unique. 

Administrative work involved in 
treating a patient in a federal hos- 
pital is necessarily much greater 
than in a nonfederal institution. 
When medical care is provided by 
the federal government, attention 
must be given not only to the pa- 
tient’s medical treatment, but also 
to a host of federal requirements 

Dr. Press is director of the manage- 
ment and planning staff, Department of 
Medicine and Surgery, Veterans Adminis- 
tration, Washington, D. C. This paper is 
published with the permission of the chief 
medical director, Department of Medi- 
cine and Surgery, Veterans Administra- 
tion, who assumes no responsibility for 


the opinions expressed or conclusions 
drawn by the author. 


Master stencils for 


simplified admitting 


This system saved the Veterans Administration 
one million professional man hours in one year 


H. A. PRESS, M.D. 


such as fiscal, statistical and prop- 
erty accountability. Furthermore, 
each federal beneficiary in a hospi- 
tal is not only a patient but an 
actual or potential claimant against 
the government as well. 


For veteran patients, there are 
in addition to general require- 
ments a multitude of considera- 
tions related to legal eligibility for 
hospitalization, educational and re- 
habilitation privileges and claims 
for compensation and pensions. 


For many years, much of this 
administrative work had been done 
by professional staff members in 
federal hospitals. In a recent sur- 


UNDER NEW FORMS PROCEDURE, LESS PAPER-WORK 
FOR PROFESSIONAL PERSONNEL 
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DIRECT RESULT of the new procedure is less paper work. Forms handled by stencil clerks 
include control administrative forms, which vary with the size and need of each hospital. 
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vey, conducted by the American 
Medical Association (among more 
than 26,000 medical officers who 
had served in the Army and Navy 
during the war) it was estimated 
that even during combat service, 
Navy doctors were busy only 71 
per cent of the time. Fifty-one per 
cent of their working time was 
spent on professional duties and 20 
per cent in the performance of 
nonprofessional duties. 

These percentages for Army 
doctors were 40 per cent and 30 
per cent, respectively. There is 
evidence that such administrative 
work was done by Veterans Ad- 
ministration doctors in the past 
and that many doctors whose 
prime interest was in clinical work 
were reluctant to serve in veter- 
ans’ hospitals under such condi- 
tions. 

Early in 1946 a task force of spe- 
cialists in medical administration 
was organized under my super- 
vision to survey a number of rep- 
resentative Veterans Administra- 
tion hospitals. The survey showed 
that the hospitals were organized 
around the professional staff to 
such an extent that the latter took 
an active part in carrying out all 
administrative procedures, wheth- 
er they were of major or minor 
importance. 

At the time of the survey, it 
required approximately two and 
one-half hours to admit a patient 
to the reception ward. The patient 
was interviewed by five clerks, one 
nurse and two doctors, each of 
whom prepared a separate form. 
During these interviews the veter- 
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PROCESSING of patient clinical record 
forms is quick and efficient when a single 
master stencil (center) is used. After a pa- 
tient's record has been typed on the master, 
area | is blocked off and all the forms in 
Set | are imprinted; then area 2 is blocked 
off and the forms for Set 2 are run off, and 
so on until all five sets are completed, 
each bearing the information important to 
separate departments. Thus, the patient 
completes but one form and one clerk fills 
out 54 in a single, time-saving operation. 


an furnished biographical informa- 
tion which was later entered in 
part on approximately 42 forms, 
the majority of which were in- 
dividually typed by all of the in- 
terviewers except by the physi- 
cians, who made their entries in 
longhand. 

The hospitals were using a large 
number of unrelated forms, many 
of which called for repetitious or 
unnecessary entries. Time was 
wasted and the preparation of 
these forms made it necessary for 
the veteran to furnish identical in- 
formation repeatedly to several 
interviewers. 

Each item on every form in use 
was subjected then to critical 
evaluation to eliminate all non- 
essential data and to make a single 
form serve multiple purposes. 
Formats were standardized to per- 
mit the reproduction of common 
data by machine methods. The 
task force reduced to flow charts 
all current administrative proce- 
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dures in several representative 
hospitals, and developed the fol- 
lowing procedure: 

Instead of preparing the sepa- 
rate forms mentioned above, the 
veteran fills out a single applica- 
tion for hospital admission from 
which a master stencil is prepared 
(see accompanying illustrations). 

From this master stencil, a total 
of 54 separate forms are over- 
printed by one clerk and are ready 
for distribution in less than five 
minutes. These forms represent 
the bulk of all those required for 
clinical records and for administra- 
tive and control purposes during 
the patient’s entire hospital stay, 
including those documents re- 
quired for claims against the gov- 
ernment, transportation require- 
ments, fiscal control and related 
matters. 

As soon as the patient has been 
examined by the admitting physi- 
cian, he is sent with an attendant 
to take a shower and change into 
hospital clothing. During his ab- 
sence the master stencil is pre- 
pared, all the above forms are 
processed on the mimeograph ma- 
chine, sorted into the clinical rec- 
ord folder and the administrative 
file. Distribution of control cards 
is begun. Cards are sent to the in- 
formation desk, telephone opera- 


tor, mail room, business office and 
other interested services. 

By the time the patient has 
donned hospital clothing, an at- 
tendant is waiting to conduct him 
to the treatment ward with every 
record required by the doctors, 
nurses, laboratory technicians and 
others for his examination and 
treatment. With the new procedure 
three clerks can admit 70 patients 
a day rather than the 16 to 20 
patients formerly admitted by 
eight clerks. The patient need not 
furnish duplicative information to 
various persons, nor must he spend 
time waiting for any administra- 
tive work to be completed. 

In July 1946 the central office 
survey team arrived at a selected 
pilot hospital to install the new 
procedures and forms on a test 
basis. For control purposes, only 
every third admission was pro- 
cessed under the revised proce- 
dure. Within three days every 
patient seeking admission was ad- 
mitted under the new system. AS 
was expected, minor points re- 
quired adjustment to local condi- 
tions. Revisions were made at the 
hospital and changes in forms and 
procedures made on ‘the spot. 

The veteran now is admitted di- 
rectly to a treatment ward and 
all records are completed in 30 
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minutes as contrasted to the two 
and one-half hours formerly re- 
quired to admit.him to a reception 
ward. He now is interviewed by 
one clerk and one physician rather 
than by five clerks and two physi- 
cians before treatment is begun. 

Under the old procedure it cost 
the government $2.40 in clerical 
time alone to prepare the forms re- 
quired upon admission, as com- 
pared with a 13-cent cost for cleri- 
cal time under the new procedure. 
On this one item alone the savings 
in dollars for the first 256 admis- 
sions in the test hospitals paid for 
the installation of duplicating 
equipment. 

Economies of the same magni- 
tude as those effected by the new 
admission procedure have been 
realized by important changes in 
the administration of wards, clinics 
and laboratories in discharge pro- 
cedures. The hospital registrar has 
been made responsible for ail ad- 
ministrative work in the wards 
where ward secretaries function 
under his administrative supervi- 
sion but are directly responsible to 
professional personnel. Clerical 
personnel assigned to the various 
clinics and laboratories work 
closely with these secretaries in 
making appointments, maintain- 
ing records and preparing statis- 
tical reports. 

Under the former procedure, ap- 
proximately 30 per cent of the 
admission forms were prepared in 
the admission office by clerks and 
approximately 70 per cent by pro- 
fessional personnel after the pa- 
tient had arrived on the ward. An 
average of two and one-half hours 
of professional time was formerly 
consumed in administrative duties 
which could have been delegated 
to lay personnel. On the basis of 
more than 400,000 admissions to 
Veterans Administration hospitals 
in 1948, the transfer of these duties 
from doctors, dentists and nurses 
to clerks, made available more 
than one million additional man- 
hours of professional time for the 
care and treatment of patients. 

In the past, cumbersome dis- 
charge procedures often lengthened 
a patient’s hospital stay beyond 
his needs for medical attention. 
Even if only one day of unneces- 
Sary hospitalization had resulted, 
the effective capacity of the Vet- 
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erans Administration hospital sys- 
tem during the fiscal year 1948 
would have been reduced by 416,- 
000 patient days at a loss of $3,- 
700,000. The revision of the dis- 
charge procedure, which is now 
prompt and automatic once a med- 
ical decision has been made, has 
also made more beds available. 
This description of principal 


LCase ours art 


procedural changes does not reflect 
other substantial savings resulting 
from the extensive revamping of 
all hospital administrative pro- 
cedures, nor the intangible but 
important benefits to an ailing vet- 
eran of a prompt and simplified 
admission procedure. It does in- 
dicate what can be accomplished 
with good management techniques. 


bs 2 


FIVE SETS of forms are categorized according to the information they may receive from 
one master stencil. Forms were streamlined to eliminate unnecessary work and duplication. 
Now each department has access to all available facts about a patient upon his admission. 
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All-out activity for community relations 


ECAUSE COMMUNITY relations 
B require a many-sided ap- 
proach, an integrated hospital pro- 
gram is a necessity. One or two 
isolated attempts to reach the pub- 
lic are not enough, and a dozen 
poorly organized projects can even 
damage a hospital’s reputation. 

The hospital has to dig in and 
sustain tHe interest of community 
citizens. If people are allowed to 
become bored, their attitudes are 
negative and the result is some- 
thing like public relations in re- 
verse. 

A good job of public relations 
does not always require a special- 
ist. In the large hospital, where the 
director is spread thin throughout 
a complex enterprise, it is obvious 
that professional publicity direction 
is needed. In any hospital, how- 
ever, the administrator must devote 
considerable time to public rela- 
tions and, with the exception of 
the larger hospitals, it seems prac- 
tical that the administrator himself 
should be the public relations co- 
ordinator, assigning minor, time- 
consuming details to assistants. 

Basic relations indicate that first, 
any contact the hospital has with 
its public affects the hospital’s rep- 
utation; second, recognition hardly 
can be sought unless something 
valid in community service is be- 
ing accomplished. These requisites 
mean solving problems within the 
hospital before beginning a pro- 
gram to enlist community support. 

Sound personnel relations are 
indispensable to a public relations 
program and obviously they come 
first. With a satisfied staff, the ad- 


ministrator can work confidently . 


in dealing with the public. 

At the Malden (Mass.) Hospital 
a well-coordinated program has 
been introduced; it utilizes local 
resources and grows with hospital 
staff support under the guidance of 


Mr. Brines is director of the Malden 
(Mass.) Hospital. 
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Malden Hospital's program for 
complete public relations has 
the community's needs at the 
hub of endeavor. It recognizes 
that a many-sided, integrated 
program is better than a dozen 
improperly organized projects. 


WILLIAM S. BRINES 


the director. Among other activi- 
ties such as public lecture courses, 
demonstrations and exhibits, the 
hospital has sponsored a free night 
school course for local food han- 
dlers. 

The school course proves that 
education as a means of develop- 
ment, as well as good public rela- 
tions, certainly is better than law 
enforcement. We tried the course a 
year ago with the cooperation of 
state authorities and it was so suc- 
cessful that we repeated it this 
year with even greater success. 
Free film showings and the volun- 
tary assistance of doctors can do 
wonders to make this type of edu- 
cation reach through ignorance and 
carelessness better than any other 
device. 


LOCAL COORDINATION 

If. Malden is typical, hospitals 
which conduct public forums find 
them crowded with husbands and 
housewives eager to learn. Also in 
Malden a rather simple but unusu- 
ally successful system has been or- 
ganized to carry out some of the 
community activities, and so en- 
couraging have been the results 
that a feature writer for a Boston 
Sunday paper wrote a full account 
of how Malden sought to be the 
‘healthiest city.”’ A “Central Com- 
mittee for Malden” was set up to 
promulgate the hospital’s commun- 
ity program. 

The name of the group was made 
purposely vague so that the com- 
mittee is not pinned down to a 
specific status by public opinion 
and that it may work in a variety 


of directions. The central commit- 
tee includes as a working nucleus, 
the chairman of the local board of 
health (a member of the hospital 
staff), a representative of the school 
system and the hospital director. 
The hospital medical staff serves 
as a ready and willing working 
group. 

Here is the manner in which the 
nucleus works: 

If a public program of cancer 
education is contemplated, for in- 
stance, the chairman of the local 
cancer society, among others, is 
added to the committee. Each man 
on the committee is assigned that 
job in which he is most able— 
publicity arrangements, securing 
support or cooperation and .so 
forth. Although we are anxious 
that the public recognize the hos- 
pital’s part in the various public 
programs, we hope particularly to 
promote the fact that the various 
agencies are working together, 
without competition, for the bene- 
fit of the community. 

Should any. group—cancer, tu- 
berculosis or infantile paralysis— 
contemplate a community program, 
the central committee immediately 
puts its support behind the project. 
In like manner, should the hospi- 
tal want to develop a program in 
any one of these fields, or in a 
general effort, individual organiza- 
tions are immediately sought out, 
brought into the committee and 
invited to share in the resulting 
credit. 

Selfish effort never brings about 
a broadly satisfactory public re- 
sponse. The cooperative program is 
inevitably successful and, in addi- 
tion, strengthens the bonds of 
friendship between the interested 
organizations. The ultimate re- 
sult is, better community service. 

The field is limitless and seldom 
will cooperation and community 
spirit be lacking. The Red Cross, 
community chest and similar pub- 
lic front efforts should be offered 
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the hospital’s physical facilities 
and cooperation, and individuals 
of the hospital organization should 
be actively associated in promoting 
their ‘success. The churches and 
schools not only should have the 
active interest of the hospital and 
its staff, but the three stabilizers 
of community life—church, school 
and hospital—should energetically 
work together. 

Another step in the hospital pro- 
gram at Malden is to have three- 
fold public relations assistance 
from the administrative staff, the 
medical staff and an “outside” com- 
mittee of three to five hospital 
friends. This arrangement has been 
particularly successful. The ‘out- 
side committee” is helpful because 
its views and discussions are con- 
sidered free from prejudice and 
because its ability to promote oc- 
casional contributions is excep- 
tional. 

A recent innovation at the hos- 
pital is the special services depart- 
ment, which, among other assign- 
ments, handles much of our public 
relations work. Activity centers 
about the receptionist’s desk and 
there three attractive and person- 
able young women not only provide 
12-hour coverage each day, but by 
telephone call to patients or their 
relatives assure the hospital and 
staff members of ‘fon time” admis- 
sion and discharge. They also find 
time to visit patients or give time 
to a bewildered relative or visitor 
and do all that is possible to trans- 
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form institutional disinterest into 
warm, personal feeling. 

Patients are pleased immeasur- 
ably to be greeted by name on ar- 
rival and at time of discharge. The 
introductory phone calls put them 
at ease and assure them of prompt 
attention. The system thus has 
made new and real friends for the 
hospital and has reduced admit- 
ting and discharge inefficiency. 

Small tools that also can help 
are the customary leaflets describ- 
ing hospital activities, presenting 
hospital policies and otherwise as- 
sisting in explaining hospital rules 
and in providing helpful hints. 
Questionnaires asking for opinions 
and suggestions are very valuable, 
whether used at the time of hospi- 
talization or after discharge. 


TRUSTEE PARTICIPATION 

Our “trustee forums” at the Mal- 
den Hospital now are planned as 
quarterly activities. After a regular 
tray supper in the cafeteria, trus- 
tees gather in the lecture hall to 


_listen to selected department heads 


discuss their responsibilities, prob- 
lems and needs. The director acts 
as the coordinator. Questions from 
the floor come easily and we have 
all felt that after such a meeting 
our best “missionaries” are better 
prepared. This year we plan to try 
a forum for all the incorporators. 

Both within the hospital group 
and outside, hospital public rela- 
tions have an exceptionally strong 
champion in the volunteer worker. 


Each volunteer has a chance to be 
“on the inside” to see our way of 
life within the hospital and thus 
can go about her daily life bringing 
better understanding and clearer 
interpretation to the community 
about us. 

Such auxiliary functions as ba- 
zaars, sewing groups, balls and 
pageants are far from new and 
many of them were used before 
the public relations officer was 
thought of. Such an event at Mal- 
den in 1894 netted $8,000. Not only 
do these activities bring financial 
assistance to the institution today, 
but like volunteer workers, are 
helpful in stimulating community 
interest. 

Finally, the use of the radio, 
newspapers and a Hospital Day 
program are perhaps given a more 
glamorous position in discussion of 
public relations than they deserve, 
but they can hardly be disregard- 
ed. Many a small hospital has car- 
ried on a successful public relations 
program without any of these, but 
obviously they are very important. 

The radio station may be en- 
couraged to participate in hospital 
publicity although its service may 
be somewhat limited by station lo- 
cation. Those who are so fortunate 
as to have broadcasting facilities 
within the hospital area will find 
them seldom denied and very ad- 
vantageous. 

If hospitals are fair in their deal- 
ings with the press, it is seldom 
that the attitude is not reciprocat- 
ed. Newspapers must be informed 
of hospital activities in an honest, 
open manner for it is important to 
hold their respect and cooperation. 

This year some hospitals did not 
observe Hospital Day, giving the 
excuse that personnel shortage and 
heavy census made it impossible. 
Difficult though it may be, a Hos- 
pital Day program is essential to 
sustained public relations in all 
communities. 

When is there a better time to 
let the public know what the hos- 
pital is doing than when it is busy? 
It is a perfect time to show the im- 
portance of the hospital to the com- 
munity, the job the hospital is do- 
ing and the assistance that it needs. 


EXPERIENCED receptionists at Malden main- 
tain an informal atmosphere and assure pa- 
tients and visitors the best in hospital service. 
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TOPEKA, KAN. junior high 

school group of six girls and 
six boys about six months ago 
formed a junior hospital associa- 
tion which aroused enough interest 
to push a worthwhile campaign 
for building and equipping a pedi- 
atric ward for polio patients. 

This group dates back to 1946 
when a sixth grader called at 
Christ’s Hospital (now Vail Divi- 
sion of Stormont Hospital) to see 
if she could be accepted as a vol- 
unteer. She was welcomed and her 
first job was to stamp books in the 
school of nursing. Later she was 
sent to the surgery department of 
the hospital to wrap bandages; she 
has been a faithful volunteer ever 
since. 

Soon five girls joined her. All 
are students in Boswell Junior 
High School. On Saturdays and 
holidays this group reported to the 
hospital for volunteer work. 

Late in 1948, during a confer- 
ence with Lilyan C. Zindell, then 
administrator of Christ Hospital, 
the much-talked-about subject of 
a medical center for the Topeka 
area came up. The girls had heard 
much discussion among their 
friends and families and had seen 
many newspaper articles about the 
need for a medical center in To- 
peka. But they were confused as 
to what a medical center could and 
probably would do for the city. 
When they learned the many ad- 
vantages to hospital service as well 
as the advantages to better edu- 
cational programs and = research, 
they wondered just what the group 
could do to help get a medical 
center started. 

Miss Zindell carefully explained 
that the success of such a project 
depended entirely upon active 
community participation and 
wholehearted support and would 
require the raising of possibly sev- 
eral million dollars. This she ex- 
plained, would require consulta- 
tion, surveys and much planning 
and preparation as well as two or 
more years of effort and campaign- 
ing. 

When the group learned that the 
population of Topeka exceeded 
100,000 and still was growing, or 
40,000 more than when the most 
recent hospital beds had been add- 
~ Janet Kesler and Larry Shiner are co- 


chairmen of the Junior Hospital Associa- 
tion of Topeka, Kan. 
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ed, the girls were determined to do 
something. 

In the course of the conference, 
they learned of the lack of local 
facilities for caring for polio pa- 
tients, especially if the predicted 
polio epidemic comes this summer 
and autumn. The group then de- 
cided first to help provide greater 
facilities for polio care. Again the 
group was admonished that such 
a project must be on a community- 
wide basis and therefore could not 
be confined to a group of six girls. 
Officials and civic leaders would 
have to be approached before the 
project could even get underway. 





Then the girls extended invit: - 
tions to six boys to join them, this 
forming the nucleus of a group 
that could get behind the move- 
ment to raise funds for a- pedi- 
atric polio ward. 

We organized our parents into a 
group and began enlisting the sup- 
port of the various local hospitals 
and such civic leaders as the may- 
or, judge of the juvenile court and 
the. governor. Local pediatricians 
were consulted; together with sur- 
geons and physicians they gave us 
much encouragement and support. 

Among the other groups con- 
tacted were the chamber of com- 
merce, the Kansas Public Health 
Services, Shawnee County Medical 
Society and the Health Committee 
of Social Agencies, of which one 
of our group has been made a 
member. By this time our meetings 
had outgrown the homes of the as- 
sociation members so the Shaw- 
nee County Medical Society offered 
the use of its assembly room. 

An adult counselor was selected 
and soon after that a full commit- 
tee of adults was added. It was 
then that we selected the name 
“Junior Hospital Association.” An- 
nual dues were set at 25 cents for 
elementary school members, 50 
cents for junior high school mem- 
bers and $1 for senior high and 
adult members. 


ORIGINAL 12 MEMBERS of the Junior Hospital Association inspect blueprints for the polio 
ward with their sponsor, Lilyan C. Zindell. In the front row from the left are Marilyn Haw- 


ley, secretary, Larry 


Shiner, co-chairman, Miss Zindell, Janet Kesler, co-chairman and 


Douglas Sheafor, secretary. In the rear are, left, Jerry Rosenlund, James Bowen, Suzanne 
Hardman, Robert Gelvin, Ann Lundgren, Suzanne Isaacson, Dick Sargent and Nadine Poole. 
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In the meantime, students in the 
five other junior high schools be- 
came interested and very soon our 
membership consisted of more than 
a thousand students in addition to 
a large number of adults. 

Obviously, money was needed 
to promote our aims and the ul- 
timate campaign. A citywide teen- 
age dance was planned and our 
publicity slogan was “teen-agers 
dance so others may walk.” The 
city auditorium was provided with- 
out charge by the mayor and the 
commissioners. A Topekan with 
national fame as a magician do- 
nated his act at the intermission. 
The dance netted about a thousand 
dollars. 

At first the community watched 
our youthful activities with mixed 
reactions. Many of the adults 
wagged their heads and_ said, 
“Hmph, kid stuff. They’ll soon tire 
of the idea and drop it.’ Others, 
including a reporter on a local 
newspaper, and members of local 
radio stations, believing in the en- 
thusiasm and. sincerity of youth, 
gave us advice, their time and 
their influence. The members of 
the Topeka Optimist Club were 
impressed with our purpose and 
offered to sponsor the _ project. 
They immediately launched a cam- 
paign to raise at least $75,000 with 
which to build and equip a pedi- 
atric polio unit. Our surveys showed 
the polio unit could be connected 
with Christ’s Hospital, since that 
hospital has 25 acres of beautiful 
grounds and other advantages for 
further expansion. 

Former Senator Arthur Capper, 
publisher and founder of the Cap- 
per Foundation for Crippled Chil- 
dren, saw the merits of our pro- 
gram and contributed $5,000 as an 
opening gift. Since then many 
organizations have contributed lib- 
erally. In addition to box suppers 
and socials and amateur shows, 
one group even staged a coyote 
hunt to raise funds. In a short time 
we had considerably more than the 
needed $75,000 and were assured 
of additional pledges. 

Now that the polio ward is under 
construction, we have proof that 
our efforts were not whimsical or 
childish. We know of at least one 
Community now aware of what its 
young people can do when they 
assunie responsibility. 
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A new Association manual 


Physical therapy department guide 


OR CONCISE INFORMATION about 

the standards for setting up a 
department of physical therapy in 
the hospital, administrators now 
can turn to a special manual pub- 
lished by the Association. ‘Physical 
Therapy—Essentials of a Hospital 
Department” is the first manual of 
its kind to discuss location of the 
hospital physical therapy depart- 
ment, its organization, administra- 
tion, equipment, personnel and 
physical facilities and physical 
therapy in small and special hos- 
pitals. 

Suggestions and guides set down 
in the manual apply to common 
problems that all hospitals are 
likely to face in providing this im- 
portant service. The authors point 
out that properly organized phys- 
ical therapy departments may be 
made financially self-sustaining. 
And because of their faith in the 
effectiveness of such departments, 
the authors also warn that hospi- 
tals should allow for expansion. 

Many standards in the manual 
combine, in effect, to make a com- 
plete check list for the administra- 
tor. Suggestions on space alloca- 
tion, treatment booths, exercise 
and hydrotherapy rooms and even 


“linen supplies all contribute to the 


completeness of the manual and to 
its usefulness in making readers 
aware of the special difficulties 
they may encounter. 

Special charts give information 
on physical therapy equipment and 
physical therapy gymnasium equip- 
ment for general hospitals with 
outpatient departments. Thus, the 
administrator can judge approxi- 
mately what special equipment he 
will need to supplement the serv- 
ices of his hospital. 

Personnel requirements are 
charted according to the number 
of physical therapists, attendants 
and clerical workers desirable for 
whatever number of patients may 
be treated daily. These require- 
ments, however, are submitted on- 
ly as guides or for comparison pur- 
poses. 
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“Physical Therapy—Essentials of 
a Hospital Department” was pre- 
pared under the guidance of mem- 
bers of the following joint com- 
mittee representing their respec- 
tive organizations: 

American Hospital Association: 
H. M. Coon, M.D., Madison, Wis.; 
William K. Klein, Flint, Mich.; 
Stephen E. Manheimer, M.D., Chi- 
cago; Hugo V. Hullerman, M.D., 
Providence, R.I.; Charles T. Dolez- 
al, M.D., assistant director, Chi- 
cago. 

Council on Physical Medicine, 
American Medical Association: 
John S. Coulter, M.D., Chicago; 
Frank H. Krusen, M.D., Rochester, 
Minn.; Howard Carter, secretary, 
Chicago. 

American Physical Therapy As- 
sociation: Margaret Kohli, Madi- 
son, Wis.; Mary Haskell, New York 
City; Mildred Elson, executive sec- 
retary, New York City. 

Miss Haskell prepared the man- 
ual with the guidance of the com- 
mittee. Compilation of this material 
was made possible by a grant from 
the National Foundation for In- 
fantile Paralysis to the American 
Physical Therapy Association. Cop- 
ies may be purchased for $1.50 
from the American Hospital Asso- 
ciation, 18 East Division Street, 
Chicago, 10. 
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Progress 
THE AMERICAN HOSPITAL ASSOCIATION can now 
go forward with its plans for a far reaching exam- 
ination of the financial problems confronting vol- 
untary hospitals at this highly critical hour. 

As announced elsewhere, the National Founda- 
tion for Infantile Paralysis has agreed to defray 
the expenses of a planning program—a necessary 
step before an inquiry of such scope can be under- 
taken. 

A special committee is charged with drawing up 
detailed plans for an intensive study of hospital 
and medical care costs in the hospital. It will in- 
vestigate methods of analyzing the ingredients 
of hospital costs with a view toward development 
of economies of operation and improved methods 
of financing. It will outline a study of intramural 
hospital finances, methods by which total costs are 
met now, and a future program for financing hos- 
pital costs on an economically sound basis. 

With goals clearly defined and procedures care- 
fully planned, it is expected that funds will be- 
come available for the comprehensive study of 
hospital finances. This would be complementary 
to—and no less significant than—the work of the 
Commission on Hospital Care. 

Strong forces just now are pressing for changes, 
some of which could permanently cripple hos- 
pitals in their efforts to serve their communities. 
While changes are inevitable, the good and bad 
cannot be separated without such information as 
is sought in this project. 


It will bear watching 


THERE IS SOMETHING NEW in the campaign car- 
ried on by a segment of the medical profession 
which is aimed at transferring to the medical 
staffs of voluntary hospitals certain controls and 
responsibilities that logically and traditionally 
belong to lay boards of trustees. 

Pathologists, radiologists, anesthesiologists and 
physiatrists (specialists in physical medicine) are 
now armed with official American Medical Asso- 
ciation backing in their drive against what they 
call the practice of medicine by hospitals. 

Administrators and board members are well 
advised to post themselves on this development 
and to be prepared for a call from the local 
medical society. 

Last year the American Medical Association’s 
Board of Trustees appointed the Committee on 
Hospitals and the Practice of Medicine, also 
known as the Hess Committee. A report, sub- 
mitted by this committee at the association’s June 
meeting in Atlantic City and adopted by the 
House of Delegates, says in part: 

“The over-all policy of the American Medical 
Association shall be that it is illegal . . . and 
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unethical for any lay corporation to practice medi- 
cine and to furnish medical services for a pro- 
fessional fee which shall be so divided as to pro- 
duce profit for a lay employer, either individual or 
institutional, including hospitals and medical 
schools.” 

On this premise the House of Delegates pro- 
ceeded with its recommendations, which may be 
summed up as follows: 

THAT each state and territorial medical society 
appoint a committee on hospital and professional 
relations. 

Tuat this committee receive complaints about 
hospitals practicing medicine and settle such dis- 
putes locally, if possible. 

TuatT in case of failure a dispute be taken to-the 
Judicial Council of the American Medical Associa- 
tion for settlement, if possible. 

Tuat, failing there, “the Judicial Council shall 
order withdrawal of the association’s approval” 
of the hospital or medical school. 

Professional organizations are expected to es- 
tablish codes of ethics aimed at maintaining pro- 
fessional standards. It is interesting to see here a 
code that apparently has been stretched to protect 
the personal economic interests of a profession’s 
members. 

According to custom under such circumstances, 
the real issues here are well clothed in polite 
phrases. When the Hess Committee members 
brand as unethical the practice of medicine by 
a lay corporation, they imply that, under penalty 
of losing its approval no hospital may employ a 
doctor on salary. 

When they brand as unethical a professional fee 
“so divided as to produce profit for a lay em- 
ployer,” they attach a special meaning to the word 
profit; they mean that, under penalty of losing its 
approval, no hospital may use the surplus from 
an income-producing department headed by 4 
physician—such as pathology, radiology, anesthe- 
siology or physical medicine—to help support a 
strictly non-income-producing function, such as 
medical record keeping, or social service or the 
dispensing of free care. 

This appears to be a narrower view than that 


shared by most physicians, and so it is. Actually © 
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some groups of physicians are bent on enhancing 


' their professional stature and their economic 


status. They have appealed to their colleagues for 
moral backing, and the House of Delegates’ action 
last June is a result. 

The report as adopted is an omnibus statement 
and one that bears the marks of compromise. It 
includes a stern reminder that hospitals have 
some financial problems of their own and that 
these must be given proper consideration by the 
professional staffs. Moreover, to counter-balance 
the prohibition against hospitals practicing medi- 
cine, this statement endorses the Massachusetts 


Medical Society’s list of principles which recog- 


nizes the propriety of physicians on salary. 

Although anxious to promote the welfare of its 
members, the American Medical Association ob- 
viously does not wish to destroy our voluntary 
hospitals in the course of doing so. The issuance 
of this document nevertheless may lead to trouble 
of an unpleasant sort. It may encourage some 
physicians to see what they can get by the easy 
process of bringing charges against hospitals. At 
least one specialty organization already is coach- 
ing its members on how to proceed. 

Administrators and their board chairmen should 
be prepared. They should familiarize themselves 
with the report discussed here, with the recently 
amended American Medical Association’s “Princi- 
ples of Medical Ethics,” with the 1938 “Statement 
of Principles of Relationship between Hospitals, 
Radiologists, Pathologists and Anesthetists,” with 
their state laws on the corporate practice of medi- 
cine and court decisions arising therefrom. 


They should brush up on court decisions on the 
board’s responsibility to the community and its 
authority over medical matters within the hos- 
pital. Depending on local circumstances, they 
might well discuss this whole problem with their 
chief of staff. 

At one point the statement says: “Most of these 
matters could be settled at the hospital or county 
level.” It may be added that most of them will 
be—and to the patient’s advantage—if the issue 
is met squarely. 


Late charges 


THE OPINIONS DEPARTMENT in this issue probably 
includes some helpful suggestions for all hospital 
administrators, since it amounts to a brief sympo- 
sium on methods of coping with a problem that 
is never wholly solved. 

This problem, the late charge, may be unneces- 
sarily onerous in many hospitals because it is 
not recognized as in fact two problems. Minimiz- 
ing the number of charges that come through after 
a patient has been discharged is one thing. It is 
something else to avoid ill will when the best sys- 
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tem slips a cog and an additional bill must be sent 
to the patient’s home. 

The ideal in charge reporting systems is quite 
simple: A conviction on the part of all employees 
directly concerned that this is an important 
detail, plus a reasonably efficient means of com- 
munication among departments. Of these two 
components, initiative on the part of employees 
appears to be the real key. Word will get through 
to the business office on time if nobody forgets 
and nobody procrastinates. The suggestions offered 
in this symposium for establishing initiative and 
keeping it alive are well worth reviewing. 


One contributor offers a most plausible solution 
to the second problem, avoiding the unpleasant 
consequences of sending the additional bill to the 
patient’s home. This is a printed paragraph at the 
bottom of all statements handed to patients—a 
friendly notice that a subsequent statement will 
be mailed in case all charges have not reached 
the cashier at the moment of discharge. When such 
a statement is sent, the reason is carefully 
explained again. 

Here is a simple and inexpensive way to im- 
prove collections and public relations at the same 
time. It would appear to be one partial solution 
that cannot fail. 


Formula room safety 


IT IS NEWS OF CONSIDERABLE IMPORTANCE that the 
Association’s “Manual of Procedures and Layout 
for the Infant Formula Room” is soon to be dis- 
tributed. Several persons have been working on 
it for more than two years, which is a good invest- 
ment of time and effort in view of the great need 
for such information. 

The infant formula has long been suspected 
as one contributor to epidemic diarrhea in the 
nursery, and a great deal of research has been done 
along the way. There remained the arduous job of 
collecting and sorting the results of this research 
and reducing them to a simple guidebook. 

This job was undertaken by the Council on 
Professional Practice with some valuable help 
from a carefully selected committee. What hap- 
pens in the formula room concerns several of the 
health professions, and so the new manual’s value 
is greater because it incorporates the thinking of - 
representatives from obstetrics, pediatrics, diete- 
tics, public health, industry, nursing and hospital 
administration. 

The result is a complete and authentic outline 
of all procedures and precautions necessary to 
the efficient production of formulas by the ter- 
minal heating method. It brings together all that 
is currently known about one means of eliminat- 
ing a persistent threat to good patient care. It is 
so presented as to be useful in hospitals of any size. 
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Retirement payments for 


hospital employees 


On July 1, the American Hospital Association’s 
pension program paid out first dividends 


JOHN H. HAYES 


ULY 1 was “Commencement 

Day’’ for pensioners under the 
American Hospital Association re- 
tirement program. A total of 125 
workers who had reached age 65 
qualified for pension benefits on 
that day. Additional workers now 
will begin to receive retirement 
incomes on the first day of each 
succeeding month. 

About 12,000 employees in non- 
profit hospitals now are covered 
by retirement plans, the majority 
of them enrolled in the American 
Hospital Association program. In 
addition to these, many who are 
employed in city, state and federal 
hospitals are protected by civil 
service or some government pen- 
sion plan. By law, all workers in 
proprietary hospitals are covered 
by social security. 

Because the American Hospital 
Association plan was launched less 
than three years ago the pension 
accumulations are modest. It re- 
quires an average of about $4,000 
to provide a pension of even $300 
a year for a worker at age 65, and 
it has been difficult for hospitals 
and workers contributing together 
to accumulate even this sum in a 
comparatively short period. Al- 
most all hospitals in the American 
Hospital Association pension pro- 
gram have helped to improve this 
situation by providing past service 
benefits, which are paid for by the 
hospitals. 

A total of 120 hospitals and allied 





Mr. Hayes, superintendent of Lenox Hill 
Hospital, New York City, is chairman of 
the Association’s Pension Committee and 
assistant treasurer of the National Health 
and Welfare Retirement Association. 
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institutions are participating in the 
pension program and at least a 
dozen others are expected to join 
within the next two months. Con- 
tributions from these hospitals now 
are being received at the rate of 
approximately $1,500,000 a year. 

The unsettled financial situation 
in the hospitals during the past 
three years has kept a large num- 
ber from undertaking any pension 
plan. Several hundred hospitals, 
however, have taken the prelimi- 
nary step of securing a cost esti- 
mate of the program for the con- 
sideration of their trustees. 

The American Hospital Associa- 
tion pension program was designed 
to supplement federal social secur- 
ity, if this should become available 
to hospitals. It was set up with the 


hope that a combination of the tw: 
ultimately would provide hospita 
workers with pensions of some- 
what more than 50 per cent oi 
salary at retirement for the aver- 
age salaried employee. 

Some hospitals have delayed ac- 
tion on pensions, hoping that so- 
cial security soon would become 
available. In spite.of the urging of 
congressional action by the Amer- 
ican Hospital Association, the Na- 
tional Health and Welfare Retire- 
ment Association, the National 
Catholic Welfare Conference and 
other groups, it is probable that no 
amendment will be passed by both 
houses at this session of Congress 
now nearing a recess. 

Even if legislation were enacted 
next year, it still would be three 
or four years before any social 
security pension benefits would be 
paid. It is suggested, therefore, 
that hospitals do not delay con- 
sideration of the American Hos- 
pital Association plan. The longer 
action is postponed, the larger the 
outlay for past service benefits for 
older workers is likely to be. 

In order to adapt the plan more 
closely to hospital needs, steps 
were taken during the past year to 
make eligibility rules more flex- 
ible. The individual hospital may 
determine whether it will have an 
eligibility period of one, two or 


THREE employees of Robert Packer Hospital, 
Sayre, Pa., qualified for pension checks in 
July. Administrator Howard Bishop (right) 
presented the first checks. This was the 
first Association hospital to enroll in the 
pension plan when it was introduced in 1946. 
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three years. This makes it possible 
to fit the plan to the rate of turn- 
over in the hospital and to keep 
down the cost of past service bene- 
fits. 

Cost studies of the pension plan 
were made recently. It was found 
that the cost of the plan per pa- 
tient day varies between, hospitals 
from 8 cents to 19 cents, depending 
largely on the amount of past serv- 
ice benefit that has to be provided. 

Because pension plans involve a 
highly technical insurance opera- 
tion, the American Hospital Asso- 
ciation program is administered by 
the National Health and Welfare 
Retirement Association of New 
York City. This is a nonprofit asso- 
ciation set up specifically for this 
purpose and incorporated under 
the insurance laws of New York 
State. 


SPECIAL BENEFITS 


One advantage of this national 
plan is that if a worker moves, he 
may transfer his participation to 
any one of 2,000 other member 
organizations. Furthermore, a for- 
mer participant generally retains 
and needs not lose the benefit of his 
employer’s contributions as long as 
he leaves his own contributions in 
the plan. A worker who has con- 
tributed to the plan for a period of 
years—even though he terminates 
his employment—has a_ pension 
benefit from both his own and his 
employer’s contributions for his 
working period if he does not 
withdraw his contributions. With 
several hundred hospital adminis- 
trators and supervisory employees 
moving to other hospitals each 
year, this provision for vested 
rights and transferability to other 
member institutions makes the 
plan more attractive. In addition, 
all benefits are reinsured with a 
large life insurance company. 

Information about the American 
Hospital Association retirement 
program may be obtained by writ- 
ing to the Association or the Na- 
tional Health and Welfare Retire- 
ment Association. Field consultants 
are available for interviews, and 
the retirement association is 
equipped to work out a cost esti- 
mate which may be submitted to 
the board of trustees. Consultants 
also will assist hospitals with in- 
Stallation of the plan. 
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Television—for patients’ morale 


ELEVISION IS MAKING its way 
"Tinto hospitals for the enter- 
tainment of patients as they con- 
valesce. Two hospitals to install 
sets in recent months report fav- 
orably on the new venture. 

Both private and ward patients 
at Georgetown University Hospi- 
tal, Washington, D. C., may rent 
television sets for $3 a day or $15 
a week. Every room in the hospi- 
tal has the necessary outlets. The 
hospital also has placed three sets 
in the children’s ward for the en- 
tertainment of polio patients. 

The sets are rented from a lo- 
cal dealer. Master antennas are in- 
stalled on the roof of the hospital 
to assure the best reception. 

Staff doctors at first worried 
about visitors and staff members 
lingering at a patient’s bedside un- 
til broadcasts were over, and about 
the effect of exciting sports events 
on cardiac patients. Now all agree 
that television is beneficial. 

Patients at New Rochelle (N.Y.) 
Hospital pay $2 a day or $10 a 
week for television. To date only 
private patients are offered this 
service. Aerials were put on the 
roof of the hospital, which is a 
nine-story building, and a loose 
aerial is connected with each room 
on the two top private floors. The 





A PATIENT of Georgetown University Hospi- 
tal enjoys daily televised lessons in astronomy 
and various sports (Washington Post phofo). 


hospital’s 18 sets have been in con- 
stant demand since they were in- 
stalled in January. 

The sets are the property of a 
local concern that installs, insures 
and services them at no cost to the 
hospital. The hospital retains a 
small share of the rental charges. 
Alex E. Norton, superintendent, 
says the only difficulty so far is 
that if a set does not operate prop- 
erly, there is no one in the hospital 
who can adjust it. Extra sets are 
kept on hand for such contingen- 
cies, and a uniformed service man 
visits the hospital at least four 
times a week. Since each set is an 
individual unit, one set is not affect- 
ed if another is out of order. 

The sets are permanently. attach- 
ed to small tables of bed-level 
height which can be wheeled easily 
and noiselessly around the room 
or to another room. 

According to Mr. Norton, pa- 
tients appear to be extremely 
pleased with the innovation and 
consider the charges reasonable. 
Several doctors also have com- 
mented favorably on this use of 
television. If the demand increases, 
as is indicated, the hospital plans to 
arrange for sets to be furnished 
all types of patients. Additional 
wiring of the hospital will involve 
no expense since it will be done 
by the local concern that owns the 
sets. 

Patients learn of this service at 
the time of admittance. They are 
presented with a printed card 
which reads: ‘We take pleasure in 
advising our patients that individ- 
ual television sets are available for 
their use and entertainment. For 
details please contact your floor 
nurse ...” Each set has a key 
which is on a central board in the 
admitting office. When a patient 
requests television, he notifies the 
nurse who in turn has the key sent 
up from the admitting office. 

The hospital plans to issue gift 
certificates, too, so that friends and 
relatives may sponsor the use of a 
television set for a patient. 
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NLESS THERE IS an emergency 
U and auxiliary workers are 
vitally needed, volunteers often 
are disappointed in what little they 
are allowed to contribute to hos- 
pital service. Sometimes it takes a 
war to convince the hospital staff 
that laywomen provide the solu- 
tion to many problems. Even then, 
staff members relax auxiliary 
training and volunteer encourage- 
ment when the emergency has 
passed. 

The staff of Wesson Maternity 
Hospital at Springfield, Mass.—at 
the insistence of the volunteers 
themselves—has learned that an 
auxiliary training program is not 
completely worthwhile unless the 
volunteers are ready at all times 
and willing to serve even when 
there is no tragedy to lend dramat- 
ic incentive. The chief goal of the 
Wesson Maternity Hospital volun- 
teer program is the efficient, intel- 
ligent service that accompanies 
careful training and sincere in- 
terest. 

We did not create jobs in 1940 
(the year our auxiliary project 
was begun). There were jobs to 
be done and professional people 
were at a premium. Junior League 
volunteers, working in the outpa- 
tient department since the 1920’s, 
had earned a reputation for de- 
pendability and devotion to duty, 
which indicated that they and oth- 
ers from the organization were 
capable of assuming far greater 
responsibilities. 

We proceeded cautiously, how- 
ever, for the way was uncharted. 
We were pioneers. Reports about 
hospital auxiliary programs in oth- 
er cities were not encouraging. Ata 
meeting of the Massachusetts Hos- 
pital Association devoted to volun- 
teers, a graduate of a well-known 
Boston hospital strongly advised 
against using laymen in hospital 
programs. 

But the need was acute and our 
conviction strong that the failure 
or success of a hospital auxiliary 
program depends upon the ade- 
quacy of the training course and 
the caliber of volunteers. We were 
quite sure that merely trailing a 
busy nurse around a crowded ward 


did not constitute proper or ade- 


quate training. 


Miss Hayward is administrator of the 
— Maternity Hospital, Springfield, 
ass. 
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Incentives 


for volunteer 


service 


EDNA M. HAYWARD, R. N. 
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The comprehensive training of 
Junior League volunteers as Wes- 
son Maternity Hospital hostesses 
and aides antedated Pearl Harbor. 
Lectures by the staff, obstetrical 
training in certain nursing pro- 
cedures and a four-month proba- 
tionary period in the ward were 
required of aides before they could 
be “capped.” Impromptu practical 
experience augmented the lectures. 
An intern, for example, was once 
speaking to a group when he was 
called to the delivery room. He 
took the class with him to witness 
the birth. 

The service given by these 
trained aides during the war years 
cannot be overestimated. They 
worked then as if their own lives 
depended upon the well-being of 
patients. Now that the acute need 
has passed, a perfected training 
program prepares volunteer aides 
for future emergencies and for a 
more intelligent participation in 
community affairs. 

The postwar need for hostesses 
is still great and the Junior League 
continues to fill this need with 
four volunteers daily. Visiting 
hours are necessarily restricted 
and it is these well-trained hos- 
tesses who mollify irate relatives, 
who patiently explain that rules 
are made for the protection of 
mothers and babies. It is the hos- 
tesses who handle the mail, the 
flowers, empty the wash basins, 
straighten bedside tables, replace 
tooth brushes in proper nitches 
and in a dozen ways assist the 
nurses on duty. 

Additional Junior League volun- 


teers still serve in the clinic; others 
have charge of the popular book- 
cart. In 1946, the maternity mart, 
an additional volunteer program 
under League sponsorship but not 
under the auxiliary project, was 
established. The shop nets the 
League approximately $200 per 
month, but to the hospital its serv- 
ice feature is the most important 
—service to patients and person- 
nel as well as to visitors. The mart 
recently participated in celebrat- 
ing a baby’s arrival. The mother 
and baby were guests of the hos- 
pital for 10 days and received a 
gift layette from the maternity 
mart. 

“It’s just 12 minutes until my 
husband will be here to see all 
these beautiful blankets and 
clothes,” the young mother con- 
fided to her roommate. The couple 
(he a student at Springfield Col- 
lege) had worried considerably 
over the expense of having this 
baby. It was their first, but for- 
tunately the Wesson Maternity’s 
fifty-thousandth. 

Throughout the hospital are gifts 
from the Junior League of Spring- 
field—the x-ray room, an operat- 
ing table, three humidicribs, the 
refrigerator in the nursery and the 
stainless steel, specially construct- 
ed formula table. Now formulas 
are bottled, nippled, capped and 
placed in the autoclave, then kept 
in the refrigerator until taken to 
the babies where caps are removed 
for the first time. 

Wesson Maternity Hospital is 
proud of its equipment and of the 
new building which will house it 
someday soon. The hospital is 
proud of its staff and its record 
and of its program under Junior 
League sponsorship. We are grate- 
ful to the diligent members of that 
organization, to the competent 
project chairman and for the ex- 
cellent public relations which this 
program helps to maintain. 

Because of careful and extensive 
study in hospital procedure and 
technique and because of sufficient 
knowledge of complexities and de- 
tails, our volunteers are well-in- 
formed goodwill ambassadors in 
the community. We feel, too, that 
these women gain stature through 
a sense of real accomplishment and 
through the pleasure of an absorb- 
ing interest. 
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Bringing engineering principles 


into the hospital kitchen 


ORPHA MAE THOMAS, Ph.D. 


ESTED METHODS have_ been 

found through which an insti- 
tutional kitchen may be equipped 
and run scientifically. The tech- 
niques used in such planning and 
layout are those of the time and 
motion study engineers. Through 
such studies it is possible to de- 
velop bases for judging what is 
needed in a new kitchen or what 
must be changed in facilities al- 
ready operating. 

From actual practice, several 
important points may be deter- 
mined: What machines are needed, 
the time each piece of equipment 
is in use for each product, and the 
proportion of machine capacity 
used. This last information may be 
used to set up standards for sizes of 
equipment for definite production 
requirements and for deciding how 
many duplicate machines are 
needed to take care of peak loads. 

One phase of study is the place- 
ment of equipment. That means 
simply the arrangement of equip- 
ment for its most effective use or 
for the best sequence of work. 
There are several ways to attack 
this problem. One is to make pro- 
cess charts of each typical product 
as it is being processed through the 
kitchen from receiving entrance to 
the counter of the service room. 

Routes for each of the products, 
or at least those made most fre- 
quently, should be either straight 
lines or a series of loops along 
which products move without re- 
tracing or crossing other lines of 


—. 


. Mrs. Thomas is an associate professor of 
Institution management and assistant man- 
or of the cafeteria at Teachers College, 
Olumbia University, New York City. 
aoe ‘ paper presented at the Associa- 
qon's Institute on Hospital Dietetics, 
arch 14-18, at Biloxi, Miss. 
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traffic any more than necessary. 
To find these paths will require 
time for observation; there is no 
quick or easy method. 

I have followed each of the typi- 
cal products through the kitchen 
to see where they actually go. I 
had thought I knew, but when I 
went to the kitchen to observe and 
record the routes, I found two 
things. In some cases I had omitted 
some of the steps in my thinking. 
In other cases, I found the em- 
ployees were not doing exactly 
what I, from the office, had thought 
they were doing. 


CHARTING THE ROUTES 

After the best routes for all the 
typical products have been found, 
out of necessity there will be some 
compromise. Every route cannot be 
made perfect, but thinking 
through where each product will 
go will help to establish the best 
routes for the greatest number of 
products. For example, if 75 per 
cent of the meats move from the 
refrigerator to the cook’s table, the 
refrigerator for meats should be 
near the cook’s table. There may 
be some question about the extra 
power needed to cool the refriger- 
ator if it is near the range. It takes 
many kilowatt hours to pay for an 
hour of the chef’s time. At the 
representative cost of $2 a ton for 
ice melting effect, as given in the 
mechanical engineer’s handbook, 
one hour of the chef’s time (if he 
receives $1.50 an hour) would pay 





The Dietetics Administration depart- 
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for three-fourths of a ton of re- 
frigeration. 

Another engineer’s method is 
useful to study the effectiveness of 
the labor being hired. It is called 
the man-operation chart, and it is 
a record of the activities of a 
worker over a given period of 
time. It tells exactly where the 
worker went, what he obtained, 
where he took the tool or material 
and what work he did on a par- 
ticular item. Results of such a 
study will be very enlightening. 

I have followed each of our pro- 
duction workers for an eight-hour 
day. Some of them have to go too 
far to get certain tools or supplies. 
I have followed the baker 100 feet 
to the kitchen to borrow the cor- 
rect-sized scoop. I found that the 
angel food cake pans, which are 
used only a couple of times a 
month, are stored at least 60 feet 
from the bakery. These inefficien- 
cies have been corrected. 

The workers were not making 
many of their trips as profitable as 
they might, had they thought 
through. successive problems and 
obtained several items on one trip. 
Well-placed equipment and stor- 
age of materials and tools will re- 
duce labor. Workers will not be 
running to get items if they are 
stored where they are needed. 

A third method of determining 
the usefulness of the various pieces 
of equipment and their arrange- 
ment is to study and record the 
actual use made of the equipment. 
To do this in our kitchen, a record 
was made for each of the 28 ma- 
chines. We noted the time at which 
the equipment was turned on or 
started, the time it was stopped, 
the person who used the machine, 
the product being processed and 
the quantity being produced. This 
record was started when the kit- 
chen opened at 6:30 A.M., and con- 
tinued until closing time at about 
8:30 p.m. The entire record cov- 
ered a week. Menus for the week 
had been planned to include all 
the typical products. We now have 
an accurate picture of operations 
and processing times. 

Several types of information 
were obtained from the study. 
Some equipment was not used for 
an entire day. Several pieces were 
used only a few times during the 
entire week. The bread slicer was 
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not used once, yet it occupied 
about six square feet of a crowded 
working area. It was placed first in 
a less valuable area, then was re- 
moved from the kitchen entirely. 

Types of activities begin to be 
outstanding if the charts are 
studied. There are some real prep- 
aration activities. These are fol- 
lowed by temporary -storage until 
time of service or until the demand 
for additional supplies is relayed 
to the kitchen. The final step is the 
last minute touch just before serv- 
ice. All these activities must be 
planned for in equipment pur- 
chases and arrangement. Too often 
only preparation has been planned. 

Industrial engineers say “all 
idle time for machinery is wasted 
time.” This reminds us to buy ma- 
chines or equipment which can 
be used for many purposes rather 
than gadgets useful for only a few 
processes. If it is a single process 


machine, then that process must be 
repeated frequently enough to 
make the machine profitable. 
Sometimes workers must wait for 
mixing bowls or tools to be 
washed. If this occurs often, dupli- 
cates should be purchased. 

Using machines or pieces of 
equipment for amounts closer to 
capacity is another way of secur- 
ing greater usefulness. The oven 
can be full rather than partially 
full. It takes a little longer to make 
a large recipe of some products 
than a smaller one, if the larger 
quantity of the product can be 
sold. A change in the menu may 
allow for better utilization of 
pieces of equipment already in use 
that day. With some thought, it 
may be possible to use some pieces 
of equipment for a greater variety 
of foods. 

Transportation times for tools 
and materials are called idle times 


AMUN. 


Savings in time and motion 


ALTERATIONS IN LAYOUT, procedures and equipment for 
efficiency will follow a time and motion study. Some of the 


changes at Teachers College were: 


1. Time and additional steps were saved by moving the orange 
juice extractor to the far end of an auxiliary working area. The 
move was made after it had been determined that the extractor 
was used by only one person about an hour a day. The addi- 
tional six or eight feet added to each of the two trips to the 
extractor did not represent nearly as much of a time loss as 
having the equipment where other employes must make 40 or 
50 trips of an additional three or four feet each day to avoid it. 

2. Many different ways in which workers may use two hands 
simultaneously have been found. Handling plates and moulding 


rolls are two examples. 


3. Worker comfort has been heightened, thus increasing 
efficiency, by installation of a special scullery sink and cook’s 
table. The sink has three compartments, two long drainboards 
and a scrapping block. The washing and rinsing sinks and cook’s 
table have a marine edge—a rolled edge about one inch high— 
which prevents pushing pans off the edge of the table. At the 
same time, foods or liquids spilled on the table do not run off 
on the floor, nor do the cook’s uniforms get soiled from rubbing 


where things have been spilled. 


Other features of the sink are a drainboard for soiled pots 
and pans; a soaking sink, the bottom of which is 24 inches off 
the floor; a scrapping compartment about eight inches across 
and the full depth of the sink. The compartment has a strainer 
about two inches deep on top of it which can be removed and 


taken to the garbage can. 





by the engineers. For example, the 
food is no better or more valuabie 
if it has been moved eight’ or 10 
times during preparation and 
cooking than if the same process 
were accomplished by moving it 
two or three times. The same is 
true for distance moved. 

Well-equipped kitchens hardly 
can be discussed without mention- 
ing job methods and better ways 
of doing things. A review of the 
steps to follow in job analysis, and 
illustrations of some work simpli- 
fications are: 

Step One: Breakdown of the job 
to be done. In so doing, all details 
of how the job is being done now 
should be listed. These details 
should include all the items of la- 
bor, foods, tools and equipment. 

Step Two: Questioning of every 
detail of the job as it is done. Why 
is it necessary? What is its pur- 
pose? Who should do it? Where 
should it be done? How is the best 
way to do it? 

In answering these questions, 


the hand and body motions in- 


volved, the suitability of the 
equipment, the arrangement of the 
work place, the location of the ma- 
terials or food ingredients to be 
used, and the safety and comfort 
of the employees should be con- 
sidered. 

Step Three: Formulation of the 
new method. This step can be done 
with the cooperation of others. 

It is important to look first at 
the question of why a job is neces- 
sary. Perhaps all or part of it could 
be eliminated. One example of this 
is the use of frozen fruits and 
vegetables. These eliminate the 
time-consuming steps of washing, 
peeling, shelling, cutting off ex- 
cess parts and chopping or cutting. 
These steps are done by others 
who have highly specialized ma- 
chinery and can do it cheaper. 
When quality is equal or better 
and price is favorable, there is no 
reason to do every process from 
the beginning. 

Rearrangement of the equip- 
ment will cut out some steps. We 
have been transporting dishes to 
the basement for washing, then 
elevating them again to the service 
room. By bringing the dishwash- 
ing room to the main floor, at least 
three employees probably have 
been eliminated. 
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Details should be combined 
whenever practical. Peeling and 
chopping onions may be used as 
an illustration. If the onions are to 
be chopped and cooked, it simpli- 
fies the process if they are placed 
in hot water for about five minutes 
before peeling. There will be less 
weeping over the job. When it 
comes to fhe actual peeling, it will 
be easier if the bottom is cut off 
the onions and they are quartered 
before peeling. The outer layers 
almost fall off after the bottoms 
are removed. 

Husking corn on the cob is an- 
other good example. Most people 
pull down a few of the husks at a 
time, then break them loose at the 
bottom or break off the entire husk 
along the stem at the bottom. 
There is another way: The bottom 
of the ears may be cut with a 
heavy knife, the cut being made 
against a hard surface and at about 
the last row of grains on the cob. 
Now the husks are loose at the 
bottom and their removal is a 
much simpler job. This might be 
called rearranging the work in a 
better sequence or rearranging the 
order of the steps to be done. It 
also involves simplifying the nec- 
essary details. 


SIMPLIFICATION STEPS 

The industrial engineers have 
developed a number of principles 
to assist in making the job simpler. 
There are many applications of 
these to kitchen work: 

1. Prepositioning the tools and 
materials to be used. An excellent 
illustration of a prepositioned tool 
is the desk fountain pen, which 
accomplishes in one motion what 
otherwise’ would take five motions. 

The same thing can be done in 
the kitchen. Small tools can be 
prepositioned on a silhouette board 
mounted before the worker. The 
tools are hung on this board, with 
those used most often placed near- 
est the worker. In order to make 
Sure tools are returned to exactly 
the same position on the board and 
so that the worker can acquire the 
habit of reaching for them, the 
outline of the hanging tool may be 
marked on the board in a contrast- 
ing color. To keep the tools from 
hanging against the board and 
soiling it, a metal strip, cut about 
one inch from the board may be 
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used. This will make it still easier 
to grasp the tools because the han- 
dles will not be against the board. 

The time that this device will 
save is surprising. In one movie 
taken of a typical baking opera- 
tion, the tool drawer was opened 
no less than 10 times, a_ tool 
searched for, finally found, 
grasped and then the drawer 
closed. When this is pictured, it is 
possible to realize how time-con- 
suming even this little operation 
is. Prepositioning is the answer to 
time-wasting searching. 

2. A definite place for all tools 
and equipment is another axiom of 
the engineers. One phase is con- 
cerned with delivery. The delivery 
person or storeroom man should 
be paid less than the production 
employees. Therefore, his time is 
worth less and he should be 
trained to deliver the goods to the 
exact spot where the production 
worker expects to find them. This 
will eliminate searching time for 
the more expensive employee. If 
the spot is at or near the place 
where the material is needed, it 
also will reduce transportation. 

3. The engineers teach another 
method of reducing time for oper- 
ations. They classify all motions 
of the human body into five 
groups, according to how much of 
the body is involved. If only the 
fingers are moved, it is a first class 
motion. Bending, stretching or 
walking, when the entire body is 
used, is a fifth class motion. 

Repetitive motions should be of 
the lowest classification possible 
so that they require a minimum 
of time and are the least tiring to 
the employees. It is not unusual to 
see an employee repeatedly reach- 
ing halfway across the table or to 
the far end of a large pan, when he 
could have pulled the pan closer, 
turned it around to fill the other 
end or placed the products in an- 
other pan. 

4. Work areas should be con- 
structed properly. The area is 
wrong if the worker must use a 
boardinghouse reach to _ obtain 
things. The proper work area con- 
sists of two semi-circles within a 
normal arm’s reach. Inside this is 
a smaller set of semi-circles which 
enclose the areas reached most 
easily or with the lower class mo- 
tion. These two overlap in a small 


area and that is the best spot for 
hand work. 

5. There are several other prin- 
ciples connected with the work 
areas. Drop delivery is the easiest 
way to get rid of anything. It is 
possible to drop deliver the peeled 
potatoes into buckets set on a low 
stool instead of lifting them over 
the edge of the bucket set on a 
high table. These small movements 
do not amount to much if repeated 
only a few times, but when re- 
peated several hundred times a 
day, they add up considerably. 

6. Another important practice is 
the use of both hands. It is easier 
to carry two equally weighted 
packages in two hands than to 
carry all the weight on one side. 
Both hands can be used satisfac- 
torily if they are used simultan- 
eously in balance. It takes a little 
longer to learn to use two hands, 
but it does not require twice as 
long as two single movements. 

The engineers say that it re- 
quires about 1.4 times as long to 
use two hands as to use one. That 
will reduce the time 30 per cent 
on a repetitive job. 

7. Multiple handling is another 
phrase that engineers use. Do the 
workers cut all the celery that 
they can hold under their hand by 
cutting it against a board? Do they 
shuffle plates, like a deck of cards, 
if a number are to be set out? Do 
they make the best use of trays? 
Do they turn a whole tray of small 
items at a time by placing another 
tray on top of the items, holding 
the trays tight at both ends and 
turning them over? 

8. Comfort for workers also is 
important..Is the lighting good, so 
they are not fatigued by poor il- 
lumination or unnecessary glare? 
Is the ventilation as comfortable 
as it can be made? Are floors kept 
safe? Are working surfaces the 
correct height? 

Are there stools and chairs in 
the kitchen? Some kitchen jobs 
do not permit sitting, but that is 
no reason why those that do should 
not have it so arranged. 

Step Four: The final step in the 
job analysis is use of the new 
method. The proposal should be 
written out in detail, checked and 
then put into practice. It should 
be used until a still better way of 
doing things can be developed. 
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Master Menus for September 


THE SEPTEMBER SERIES of the American Hospital 


Association’s Master Menus* is printed below. To 
use these menus, three simple steps should be fol- 


lowed: 


(1) Read the complete list for the general 


and seven special diets (general diet selections are 


in boldface) ; 


(2) type daily menu suggestions on 


transfer slips that are spaced and numbered to match 
Master Menu wall charts; (3) attach the completed 
daily transfer slips to the breakfast, dinner and 
supper wall charts so that key numbers correspond. 


Extra kits and perforated pads of transfer slips 


may be purchased from the American Hospital Asso- 
ciation, 18 E. Division Street, Chicago 10. 


“Copyright 1949 by the American Hospital Association. 


SEPTEMBER 1 
1. Tomato Juice 


. Tomato Juice 


3. Puffed Rice or Granular 


Wheat Cereal 


. Serambled Ege 
. Grilled’ Sausage 


). Bran Muffins 


. Consommé 


3. Crisp Crackers 


. Breaded Veal Cutlet 


0. Broiled Veal Steak 


. Mashed Potatoes 


Riced Potatoes 


3. Corn O’Brien 


. Chopped Tender Greens 
. Shredded Cabbage, Apple 


and Date Salad 


. Creamy Mayonnaise 
. Honeydew Melon with 


Lemon 


s. Strawberry Gelatin, 


Whipped Cream 


. Strawberry Gelatin 
. Honeydew Melon 


21. Pineapple Juice 


. Cherry Juice with Lime 
Sherbet 


. Beef and Noodle Casserole 
. Beef and Noodle Casserole 


5. Broiled Lamb Chops 


« Noodles 
. Sliced Kohlrabi 
. Fresh Peach Salad with 


Cottage Cheese 


. Creamy Mayonnaise 
. Chocolate Layer Cake 
. Prune Whip 


3. Baked Custard 


. Ribier Grapes 


: 5. Beef Broth 
i. Bread 


SEPTEMBER 2 


1. 
. Orange Juice 

. Farina or Bran Flakes 
. Poached Ege 

. Bacon 


Old Cobo 


oo 
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5. Scrambled Egg- 
. Scrambled Egg—Sliced 
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Orange Halves 


Toast 

Barley Broth 
Wheat Wafers 
Baked Whitefish 
Broiled Whitefish 


. Parslied Potatoes 


Parslied Potatoes 


. Stewed Tomatoes 

. Baked Acorn Squash 

. Jellied Vegetable Salad 
. Mayonnaise Dressing 

. Deep-Dish Apple Pie 

. Raspberry Sherbet 

. Raspberry Sherbet 

. Jonathan Apple 


Apricot Nectar 


. Vegetable Chowder 
. Saltines 
. Creamed Codfish—Baked 


Potatoes 
—Bacon 


Cheese 


27. Baked Potatoes 
8. Green Peas 
29. Asparagus and Lattice 


Beet Salad 


. French Dressing 
. Fresh Fruit Cup with 


Raspberry Sherbet 


2. Canned Fruit Cup 
3. Lime Gelatin 


. Plum and Pear Cup 


5. Mixed Fruit Juice 
5. Corn Bread 


SEPTEMBER 3 


rea ae 


. Grapefruit Juice 

. Grapefruit Juice 

. Wheat Flakes or Hominy 
. Soft Cooked Egg 

. Grilled Ham 


Toast 


. Beef Bouillon 


Peek pe ek ek ek ek 


Noe 


~) 
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. Celery Wafers 


Meat Loaf, Gravy 


. Broiled Steak 

. Mashed Potatoes 

. Baked Potatoes 

. Green Lima Beans 

. Mashed Young Turnips 

. Apricot au Natural Salad 
. Creamy Mayonnaise 

. Maraschino Cherry Layer 


Cake 
Baked Custard—Jelly 
Cherry Gelatin Cubes 


. Persian Melon 
. Apple Juice 


2. Cream of Corn Soup 


23. Crisp Crackers 


. Savory Rice and Tomatoes 


5. Broiled Liver 


. Broiled Liver 
. Baked Rice and Tomato 


Puree 


. Quartered Carrots 
. Tossed Greens with Grated 


Cheese 


. French Dressing 
. Stewed Fresh Prunes 
. Orange Sections 
. Soft Custard 
. Orange Sections 
35. 
36. 


Grape Juice 
Peanut Butter Muffins 


SEPTEMBER 4 


1. 
2. 
3. 

. Poached Ege 


Cantaloupe 
Prune Juice 
Oatmeal or Puffed Wheat 


5. Bacon 
3. Toast 


. Minted Orange Juice 


BND ONS ee et pe pe es pe ee 


obo 
ow 


ROS OAD OR OOD eH OOOO 


. Baked Ham 

. Broiled Chicken 

. Glazed Sweet Potatoes 
. Paprika Potatoes 

. Cauliflower Polonaise 


jreen Peas 


. Sliced Head Lettuce Salad 
. Celery Seed Dressing 

. Lime Sherbet 

. Lime Sherbet 

. Lime Sherbet 

. Bartlett Pear 

. Beef Broth 


22. Cream of Lima Bean Soup 
. Melba Toast 


24. Fruit Salad Plate—Banana, 


Pineapple, Orange, Frosted 


Grapes, Cottage Cheese 


. Broiled Sweetbreads— 


Baked Tomato 


. Broiled Sweetbreads— 


Baked Tomato 


7. Parslied Potatoes 


: Chocolate Angel Food 
. Royal Anne Cherries, 


Chocolate Angel Food 


. Baked Custard 

. Thompson Seedless Grapes 
. Grapefruit Juice 

. Bread 


SEPTEMBER 5 


c Blended Juice . 
3. 
. Scrambled Ege 

. Bacon 

. Cinnamon-Raisin Bread 


Blended Juice 
Corn Flakes or Farina 


Toast 


Beef Bouillon 


Ld ee 
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Saltines 
Roast Lamb—Mint Jelly 
Roast Lamb 


. Mashed Potatoes 


Riced Potatoes 

Sliced Carrots 

Tender Spinach 

Stuffed Prune Salad 
French Dressing 
Lemon Sponge Pudding 
Lemon Sponge Pudding 


. Lemon Snow Pudding 
. Honeydew Melon 
. Tomato Juice 


. Minestrone Soup 
. Paprika Crackers 
. Sealloped Ham and 


Potatoes 


. Jelly Omelet 

. Veal Chop 

. Baked Potatoes 

. Whole Green Beans 

. Sliced Beet and Egg Salad 
. French Dressing 

. Baked Apple, Whip 


Topping—Ginger Snaps 


. Apple Sauce 

. Strawberry Gelatin 
. Fresh Apple 

. Pineapple Juice 

. Bread 


SEPTEMBER 6 
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Fresh Plums 

Apricot and Lemon Juice 
Granular Wheat Cereal or 
Rice Flakes 

Soft Cooked Egg 

Canadian Bacon 

Coffee Cake 


Consommé 


. Cheese Wafers 
. Braised Liver—French 


Fried Onions 


. Broiled Liver 


Creamed New Potatoes 


. Parslied Potatoes 


Stewed Tomatoes 

Diced Kohlrabi 

Banana and Grape Salad 
Creamy Mayonnaise 
Chocolate Sundae 
Chocolate Sundae 

Orange Sherbet 

Thompson Seedless Grapes 
Cherry Juice 


. Mixed Fruit Juice 
: Hot Roast Beef Sandwich, 


Gravy 


. Minced Beef on Toast 
. Roast Beef 

. Cubed Potatoes 

. Green Peas 


Mexican Slaw 


. Oil Dressing 
. Sugared Sliced Peaches— 


Vanilla Cookies 


. Stewed Fresh Peaches 
. Soft Custard 

. Fresh Sliced Peaches 
5. Beef Broth 


SEPTEMBER 7 


. Tomato Juice 
. Tomato Juice 


3. Puffed Wheat or Oatmeal 


. Scrambled Egg 
. Link Sausage 
. Toast 


7. Chicken Broth 


. Crisp Crackers 
. Roast Stuffed Shoulder 


Veal 


. Roast Veal 


. Paprika Potatoes 


2. Paprika Potatoes 


. Baked Squash 

. Chopped Greens 

. Avocado and Orange Salad 
. French Dressing 

. Fresh Plum Cobbler 

. Whipped Cherry Gelatin 

. Whipped Cherry Gelatin 

. Fresh Pear 

. Pineapple Juice 


. Jellied Beef Bouillon, 


Lemon Slice 


. Saltines 
. Creamed Chicken—Grilled 


Sweet Potatoes 


. Creamed Chicken on Melba 


Toast 


. Cold Sliced Chicken 

. Baked Sweet Potatoes 
. Asparagus Tips 

. Sliced Lettuce Salad 

. Sherry Dressing 

. Concord Grapes 

. Orange Sections 

. Baked Custard 

. Orange and Plum Cup 


5. Cranberry and Apple Juice 
». Bread 


SEPTEMBER 8 


1. 
2. Orange Juice 

3. Farina or Shredded Wheat 
4. 
5 
6 


Orange Halves 


Poached Egg ° 


. Sautéed Chicken Livers 
. Hard Rolls 


. Beef Broth 


. Saltines 


9. Grilled Hamburger, Meat 
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Sauce 


. Broiled Beef Pattie 
1. Mashed Potatoes 
. Riced Potatoes 
. Corn on Cob 
. Sliced Beets 
. Tomato Salad 
. French Dressing 
. Sponge Cake with Sliced 


Peaches 


. Sponge Cake 

. Caramel Rennet-Custard 
. Fresh Fruit Cup 

. Grapefruit Juice 


22. Navy Bean Soup 
3. Crisp Crackers 
24. Cold Spiced Ham—Stuffed 


Baked Potatoes 


5. Broiled Bacon 
6. Cold Roast Veal 


. Stuffed Baked Potatoes 
. Spinach, Lemon 
. Celery Hearts and Olives 


. Cantaloupe with Ice Cream 
. Bananas in Apricot Nectar 
. Lime Gelatin 

. Cantaloupe 

. Grape Juice 

. Rye Bread 


SEPTEMBER 9 


a; 
2. 
3. 


Grapefruit Juice 
Grapefruit Juice 
Corn Flakes or Rolled 
Wheat 


. Soft Cooked Ege 
. Bacon 


>. Toast 
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Essence of Celery 
Paprika Crackers 


. Baked Haddock, Chive 


Butter 


. Broiled Haddock 


Creamed Pimiento Potatoes 
Parslied Potatoes 

Green Lima Beans 

Diced Summer Squash 
Chicory, Carrot Curls and 
Cress Salad 

French Dressing 


. Prune Chiffon Pie 


Prune Chiffon Pudding 
Raspberry Sherbet 


. Honeydew Melon Cubes 
. Orange Juice 


. Lime and Fruit Juice, 


Tinted Green 


‘ Escalloped Tuna and 


Potato Chips 
tscalloped Tuna 


. Tuna and Egg Halves on 


Lettuce 


7. Baked Potatoes 
3. Broiled Half Tomato 


’ Fresh Pear and Plum Salad 
. French Dressing 
. Banana Cake, Sea-Form 


Ieing 


. Vanilla Rennet-Custard 
. Vanilla Rennet-Custard 
. Sliced Oranges 

. Beef Bouillon 


Bread 
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Start your Blood Bank 
with just 3 Bottles... 


It’s easy with the CUTTER Safti-System, 
a safe, simple, and economical method that enables 
every hospital, large or small, to have its own effi- 
cient blood and plasma bank. 

Look at the blood bottle—the CUTTER Saftifuge. 
The new label is easy to read and provides ample 
space for recording essential data. The exclusive 
3-piece cap is easy to remove without tearing fin- 
gernails or rubber gloves—just one pull of the tab 
removes the outer protective cover. The inner re- 
placeable cap lifts off and exposes the sterile self- 
sealing rubber stopper. With the new expendable 
plastic donor set you are assured of easy trouble- 
free blood withdrawal and CUTTER’S closed vac- 
uum system guards against contamination. 


A-C-D (a CUTTER — Armed Forces war develop- 
ment) permits storing of whole blood for 28 days— 
blood always ready for instant transfusion. If un- 
used, the supernatant plasma may be withdrawn, 
without centrifugation, pooled and stored to provide 
your plasma needs. 

Plasma banking, too, is simplified by the CUTTER 
Safti-System. Eight or more plasmas are accumu- 
lated in a CUTTER Pooling Flask. When the pool 
is complete, plasma is dispensed into Plasma Flasks 
for storage. This system safeguards plasma under 
vacuum—ready for instant use. 

There’s a Cutter Expendable Set for administra- 
tion of blood, plasma or I.V. Solutions in Saftiflasks. 
Each set is sterile, pyrogen-free and individually 
boxed for convenient storage and instant use. 

Just 3 bottles give you a blood and plasma bank. 
Your Hospital Supplier has them immediately avail- 
able and will be glad to demonstrate the CUTTER 
simplified Safti-System. 


CUTTER LABORATORIES «+ BERKELEY 10, CALIFORNIA 


CUTTER 
Safti-System - Blood and Plasma Banking 


*Temiie evacuate? 


POOLING 
FLASK 


2900 cc. EMPTY 
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SEPTEMBER 10 


- Thompson Seedless Grapes 


2. Apple Juice 
3. Oatmeal or Crisp Rice 


Cereal 


. Scrambled Egg 


5. Grilled Ham 
3. Toast 
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- Tomato Juice 


- Pot Roast Beef, Vegetable 


Gravy 


- Broiled Lamb Pattie 

- Browned Potatoes 

. Cubed Potatoes 

. Baked Paprika Onions 
. Green Beans 


Head Lettuce Salad 
Blue Cheese French 
Dressing 


- Peach Shortcake 
. Stewed Peaches 
. Strawberry Gelatin Cubes 


20. Sliced Peach 
21. Beef Bouillon 


22. Chicken Broth 
3. Saltines 


. Creamed Chipped Beef on 


Rice 


- Broiled Steak 


3. Broiled Steak 
27. Steamed Rice 
§. Green Peas 
29. Melon Ring Salad 


. French Dressing 
. Burnt Sugar Cake, Caramel 


Icing 


- Lemon Sherbet 


33. Lemon Sherbet 


Unsweetened Canned 
Cherries 


5. Grapefruit Juice 


36. 


Bread 


SEPTEMBER 11 
1. Honey Ball Melon 
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22. Cream of Fresh 
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. Orange Juice 
. Rice Flakes or Granular 


Wheat Cereal 


. Soft Cooked Ege 


Bacon 


- Whole Wheat Raisin Toast 


. Consommé with Custard 


Cubes 


. Saltines 


Chicken Fricassee 
Hot Sliced Chicken 


. Mashed Potatoes 

. Noodles 

. Parslied Carrots 

. Zucchini Squash 

- Red Apple and Grapefruit 


Salad 


. French Dressing 
. Chocolate Ice Cream 


Marshmallow Sauce 


. Chocolate Ice Cream 
. Orange Sherbet 

. Fresh Apple 

. Grape Juice 


Vegetable 
Soup 


3. Toasted Crackers 


. Cold Cuts—Potato Salad 
. Broiled Lamb Chop 


3. Broiled Lamb Chop 


. Baked Potatoes 


28. Asparagus Tips 


- Tomato Sections on Water- 


eress 


. Mayonnaise Dressing 
. Pineapple, Plum and Apri- 


cot Compote 


. Canned Peeled Apricots 


3. Baked Custard 


. Fresh Pear 


‘ 5. Apple Juice 


36. 


Rye Bread 


SEPTEMBER 12 
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. Grapefruit Juice 


Grapefruit Juice 
Oatmeal or Wheat Flakes 
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. Cream of Celery Soup 
. Paprika Crackers 
. Salisbury Steak, Natural 


Gravy—Parslied Potatoes 


. Broiled Beef Pattie 
. Broiled Beef Pattie 
7. Parslied Potatoes 
. Pimiento Wax Beans 
. Fresh Greens Salad Bowl 
. Oil Dressing 
. Fresh Fruit and Melon Cup 
. Canned Fruit Cup 
3. Vanilla Cream Pudding 
. Melon Ball Cup 
. Tomato Juice 
. Finger Rolls 


SEPTEMBER 13 

. Orange Halves 

. Orange Juice 

. Bran Flakes or Farina 
. Serambled Egg 

. Link Sausage 

. Toast 


. Beef Bouillon 
. Crisp Crackers 
. Roast Top Sirloin of Beef 
. Roast Beef 


Pan-Browned Potatoes 


. Paprika Potato Balls 
. Okra and Tomatoes 
. Mashed Hubbard Squash 


Head Lettuce Salad 


. Celery Seed Dressing 


Cream Cheese, Jelly, 
Toasted Crackers 


. Cream Cheese, Jelly, 


Toasted Crackers 


9. Chocolate Rennet-Custard 
. Fresh Apple 
. Pineapple Juice 


. Chicken and Rice Soup 
23. Melba Toast 


tg2s ala King on Rusk— 
Potato Chips 


5. Creamed Eges 

. Broiled Veal Steak 

. Baked Potatoes 

. Green Peas 

. Cabbage and Peanut Salad 
. Creamy Mayonnaise 

. Pear in Cherry Gelatin, 


Whip Topping 


. Pear in Cherry Gelatin 
3. Cherry Gelatin 
. Fresh Plums 
. Mixed Fruit Juice 
. Butterscotch Pecan Rolls 


SEPTEMBER 14 
. Honeydew Melon 


. Prune Juice 
. Rolled Wheat or Puffed 


Rice 


. Poached Ege 
. Bacon 
5. Hot Biscuits 


7. Tomato Juice 


. Lamb Pattie 

. Broiled Lamb Pattie 

. Sealloped Potatoes 

. Baked Potatoes 

. Corn on Cob 

. Julienne Green Beans 

. Molded Lime Pineapple 


Cottage Cheese Salad 


. Creamy Mayonnaise 
. Strawberry Sundae 


Caramel Sundae 


. Raspberry Sherbet 
20. Fresh Fruit Cup 
21. Chicken Broth 


Cream of Pea Soup 
Croutons 

Baked Canadian Bacon— 
Whipped Potatoes 
Minced Beef on Toast 
Cold Roast Beef 


. Riced Potatoes 
8. Spinach with Lemon 


Banana and Cherry Salad 


. Creamy Mayonnaise 
. Prune Whip, Custard Sauce 
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Peas 


. Diced Beets 
. Waldorf Salad, Cherry 


Garnish 


i Orange Raisin Layer Cake, 


Orange Icing 


. Orange Gelatin, Whipped 


Cream 


. Orange Gelatin 
. Fresh Pear 
. Pineapple Juice 


. French Onion Soup 
. Crisp Crackers 
. Italian Spaghetti, Par- 


mesan Cheese 


. Creamed Chicken 


5. Hot Sliced Chicken 


. Paprika Potatoes 


3. Zucchini. Squash 


. Sliced Head Lettuce Salad 
. French Dressing 

. Sliced Peaches 

. Stewed Peaches 


3. Baked Custard 
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. Sliced Peaches 

. Cranberry and Apple Juice 

36. 

SEPTEMBER 16 
as 


Hard Rolls 


Orange Juice 

Orange Juice 

Oatmeal or Puffed Wheat 
Scrambled Egg 

Bacon 

Toast 


. Seotch Broth 


Wheat Wafers 
Pan-Fried Perch, Lemon 


. Broiled Perch, Lemon 
. Whipped Potatoes 

. Cubed Potatoes 

. Baked Whole Tomato 
. Cut Wax Beans 


Pickle Chips, Celery and 
Olives 


. Lemon Snow Pudding, Cus- 


tard Sauce 


. Lemon Snow Pudding, Cus- 


tard Sauce 


. Lemon Snow Pudding 


. Unsweetened Canned 


Apricots 


. Grape Juice 


22. Cream of Mushroom Soup 


. Saltines 
. Omelet, Spanish Sauce— 


Baked Potatoes 


. Cheese Omelet 


6. Plain Omelet 
27. Baked Potatoes 


. Green Peas 
. Cabbage, Radish and Diced 


Cheese Salad 


. French Dressing 

. Baked Apple 

. Royal Anne Cherries 
. Strawberry Gelatin 


36. 
SEPTEMBER 17 


. Blended Juice 
. Blended Juice 
. Rice Flakes or Granular 
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Unsweetened Baked Apple 
irapefruit Juice 
Bran Raisin Muffins 


Wheat Cereal 
Soft Cooked Ege 
Canadian Bacon 


. Sweet Rolls 


. Beef Bouillon 
. Paprika Crackers 


Chicken Shortcake 
Hot Sliced Chicken 
Parslied Potatoes 
Parslied Potatoes 
Corn on Cob 


. Asparagus Tips 


Spiced Peach and Ripe 
Olive Salad 

Creamy Mayonnaise 
Honeydew Melon 
Baked Custard-Jelly 


SEPTEMBER 18 


. Bananas 
2. Apricot and Lemon Juice 
3. Farina or Shredded Wheat 
. Poached Ege 
. Sautéed Chicken Livers 
). Toast 


. Grapefruit Juice 


9. Broiled Lamb Chops 
. Broiled Lamb Chops 
. Mashed Potatoes 
2. Riced Potatoes 
3. Sliced Carrots 
. Chopped Spinach 
. Romaine, Cress and 
Pimiento Salad 

. French Dressing 

. Peppermint Candy Ice 
Cream 

. Raspberry Sherbet 

. Raspberry Sherbet 
Fresh Grapes 

. Beef Broth 


Cream of Chicken Soup 
3. Melba Toast 


2: . Potato Salad—Deviled 


Eges with Ham 
Scrambled Egg, Bacon 
5. Broiled Veal Steak 
. Baked Potatoes 
. Broiled Half Tomato 
. Stuffed Celery Paprika 


. Spiced Apple Sauce— 
Hermits 
2. Apple Sauce 
3. Whipped Lime Gelatin 
. Cantaloupe 
. Mixed Fruit Juice 
. Bread 


SEPTEMBER 19 


. Cantaloupe 


2. Orange Juice 


3. Corn Flakes or Rolled 
Wheat 

. Soft Cooked Ege 
Bacon 

». Toast 


7. Tomato Juice 


. French Beef Ragout 

. Broiled Beef Pattie 
. Parslied Potatoes 

. Hominy Grits 
3. Cauliflower Polonaise 


. Green Peas 


.. Sliced Head Lettuce 
). Thousand Island Dressing 

. Fresh Peach Pie 

. Spanish Cream, Peach 
Sauce 

. Strawberry Rennet- 
Custard 

. Sliced Fresh Peaches 


21. Beef Bouillon 


2. Cherry Juice with Orange 


. Grilled Ham—Corn Frit- 
ters, Syrup 

. Baked Cheese Sandwich 

5. Roast Lamb 

. Paprika Potatoes 

$. Tender Swiss Chard 


29. Asparagus and Pimiento 


Salad 
. French Dressing 
. Fresh Pear 


2. Tinted Pear and Rice 


Compote 
. Spanish Cream 
. Fresh Plum and Orange 


Cup 
35. Beef Broth 
36. Bread 


SEPTEMBER 20 


1. Grapefruit Juice 
2. Grapefruit Juice 


3. Oatmeal or Crisp Rice 


Cereal 
4. Scrambled Ege 
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te 


Poached Ege 
Bacon 
i. Toast 


Cherry Gelatin 5. Bacon 
. Honeydew Melon 6. Toast 


. Orange Juice — 
7. Consomme 


8. Saltines 
9. Breaded Veal Cutlet 
10. Broiled Veal Steak 


of 


. Prune Whip 

. Soft Custard 

. Orange Sections 
5. Cherry Juice 

36. Bread 


SEPTEMBER 15 
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Beef Broth > 
Wheat Wafers . 
Roast Veal 


a 


. Tomato and Rice Soup 
. Crisp Crackers 
. Maearoni Salad—Luncheon 


bo bo bo 
wm CO DO 


Pe fa tk tk tak pk fd fk fk et 


20. 
21. 


FAD OPWONW HSS M1) 


Roast Veal 
Steamed Rice 
Steamed Rice 


. Diced Beets 
. Chopped Spinach 


Fluted Cucumber Slices 
Sour Cream Chive Dressing 
Boston Cream Pie 

Boston Cream Pie 


. Strawberry Rennet- 


Custard 
Fresh Grapes 
Apricot Nectar 


70 
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1. Malaga Grapes 
. Grapefruit Juice 


Corn Flakes or Hominy 
Soft Cooked Egg 


. Grilled Ham 


Toast 


Consommé 
Saltines 

Pork Loin Roast 
Broiled Steak 
Mashed Potatoes 


. Riced Potatoes 


Eight-Minute Cabbage and 


bo bon 


Loaf 


5. Broiled Beef Pattie 


. Broiled Beef Pattie 

. Riced Potatoes 

28. Sliced Beets 

29. Ieed Cucumber Sticks 


f Blueberry Pie 
. Canned Grapefruit 


3. Baked Custard 


. Fresh Fruit Cup 
. Pineapple Juice 


}. Pumpernickel Bread 


1. Potatoes au Gratin 
. Cubed Potatoes 
3. Sliced Tomatoes 
. Whole Green Beans 


5. Waldorf Salad with Pine- 


apple and Marshmallows 
. Creamy Mayonnaise 
. Orange Marmalade Bread 
Pudding 
18. Bread Pudding 
19. Grape Sherbet 
20. Orange Sections 
21. Pineapple Juice 
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The Bedside Set That Provides 


Illustrated — Bedside tray, 
water bottle, tumbler. 


Illustrated — Plate cover, 
tea pot, creamer, sugar bowl, 
serving tray. 


There is so much to be said for stainless steel Polar 
Ware tray sets that it is difficult to determine which 
advantages are the most important. Consider that 
under ordinary usage you can’t break these good- 
looking modern pieces— nor dent or stain them. 
They hold their “like new” appearance for years — 
and their cheerful, gleaming aseptic surface makes 
patients feel pampered and well-cared for. Washing 
is easy, sterility assured for all Polar Ware service 
items are deep drawn — completely free from cracks 
or fissures that might harbor bacteria. 


For these good reasons and many more, hospitals 
everywhere are replacing worn out utensils with 
Polar Ware ... for they recognize that by any yard- 
stick for measuring results received from dollars 
invested, Polar Ware tray sets can't fail to show the 
lowest final cost. That’s why leading hospital supply 
houses from coast to coast carry this time-proved, 
time-tested line that backs up their good reputation. 
Ask the men who call on you for full information. 


“The Polar Ware line for hospitals is complete — in stainless steel _ 
and triple-coated porcelain enamel on steel. Send for a catalog. G\% 


—- 3500 LAKE SHORE ROAD 
Polar Ware Co. SHEBOYGAN, WISCONSIN f ph Vy 
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. Philadelphia Pepper Pot 


Soup 


3. Crisp Crackers 


. Chicken, Celery and Noodle 


Casserole 


5. Hot Sliced Chicken 


. Hot Sliced Chicken 

. Noodles 

. Sliced Beets 

. Carrot Sticks and Olives 


: Concord Grapes and Fresh 


Plum 


. Sliced Bananas in Cran- 


berry Juice 


- Baked Custard 

. Bartlett Pear 

. Lime and Fruit Juice 

. Cinnamon Raisin Buns 


SEPTEMBER 21 
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. Blended Juice 

. Blended Juice 

. Bran Flakes or Farina 
. Soft Cooked Egg 

. Grilled Ham 


Raisin Bread Toast 


Beef Broth 


. Paprika Crackers 


Pot Roast Beef— 
Horseradish 


. Roast Beef 

- Browned Potatoes 

. Parslied Potatoes 

» Mashed Hubbard Squash 

. Sliced Tender Turnips 

. Hearts of Lettuce Salad 

. Roquefort Cheese Dressing 
. Apple Pudding, Sweet 


Sauce 


. Apple Whip 
. Strawberry Gelatin 


. Unsweetened Canned 


Cherries 


1. Apricot Nectar 
22. Chicken Broth with Lemon 


Slice 


23. Melba Toast 
24. Link Sausage—Southern 


Corn Pudding 


5. Puréed Corn Pudding— 


Bacon 


. Cold Roast Lamb 
. Baked Potatoes 


28. Green Peas 


. Tossed Salad 
. Herb French Dressing 
. Fresh Fruit and Melon Cup 


2. Canned Fruit Cup 

3. Caramel Rennet—Custard 
34. Melon Cubes 

5. Grape Juice 


. Bread 


SEPTEMBER 22 
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Fresh Grapes 
Prune Juice 


3. Granular Wheat Cereal or 


Puffed Rice 


. Scrambled Egg 


5. Bacon 
). Toast 


. Tomato Juice 


9. Grilled Liver and Bacon 
. Broiled Liver 


. Sealloped Potatoes 


2. Cubed Potatoes 
3. Corn on Cob 


. Chopped Greens 


5. Pear and Stuffed Prune 


Salad 


6. French Dressing 


. Chocolate Brownie a la 


Mode 


8. Vanilla Ice Cream 


. Lemon Sherbet 
. Fresh Plums 
. Beef Bouillon 


2. Potage Longchamps 
23. Croutons 


. Baked Roast Beef Hash, 


Chili Sauce 


25. Minced Beef on Toast 

». Cold Roast Beef 

7. Paprika Potatoes 

.. French Style Green Beans 


Cabbage, Carrot and 
Raisin Slaw 


. Sour Cream Dressing 


31. Sliced Peaches 


32. 
33. 
34. 
35. 


36. 


? 


Stewed Peaches 
Cherry Gelatin 
Fresh Peach 
Grapefruit Juice 
Crisp Corn Sticks 


SEPTEMBER 23 
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Honeydew Melon 


. Orange Juice 
3. 


Corn Flakes or Rolled 
Wheat 


4. Poached Ege 
>». Canadian Bacon 


. Toast 


. Essence of Celery Soup 
. Saltines 
. Salmon Loaf, Parsley 


Sauce 


. Broiled Halibut 

. French Fried Potatoes 

. Parslied Potatoes 

. Green Lima Beans 

. Mashed Summer Squash 
. Head Lettuce Salad 

. Cucumber Mayonnaise 


Dressing 


. Gingerbread, Lemon Sauce 
. Cottage Pudding, Lemon 


Sauce 


. Lime Gelatin 
. Bartlett Pear 
. Pineapple Juice 


. Cream of Corn Soup 
3. Crisp Crackers 
. Fried Seallops, Tartar 


Sauce—Baked Potatoes 


. Creamed Salmon on Rusk 
. Cold Salmon on Lettuce 

. Baked Potatoes 

. Asparagus Tips 

. Tomato and Green Pepper 


Ring Salad 


. French Dressing 

. Apricot Whip 

. Apricot Whip 

. Baked Custard 

. Unsweetened Canned 


Apricots 


. Apple Juice 
. Bread 


SEPTEMBER 24 
. Tomato Juice 
. Tomato Juice 
. Oatmeal or Wheat Flakes 
. Scrambled Ege 
. Bacon 
. Coffee Cake 


7. Consommé 


8. 
9. 
10. 
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Crisp Crackers 

Baked Ham 

Roast Lamb 

Candied Sweet Potatoes 
Noodles 

Swiss Chard 


. Julienne Carrots 
. Pineapple and Banana 


Salad 


. Creamy Mayonnaise 
. Chocolate Pudding, Whip 


8. 


19. 
20. 
21. 
22. 
23. 
24. 
25. 
26. 


Topping 

Chocolate Pudding, Whip 
Topping 

Chocolate Pudding 
Honeydew Slices 

Apricot Nectar 


French Onion Soup 

Rye Cheese Croutons 
Grilled Hamburger—Hash- 
Browned Potatoes 

Broiled Beef Pattie 

Broiled Beef Pattie 


27. Baked Sweet Potatoes 
.. Parslied Wax Beans 
29. Chef’s Salad 
. Oil Dressing 
. Baked Apple 
2. Fresh Apple Sauce 


3. Vanilla Rennet 


Custard 


. Unsweetened Baked Apple 


36. 


5. Cherry Juice 


Bread 


SEPTEMBER 25 
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Orange Halves 


. Prune and Lemon Juice 
3. Shredded Wheat or Farina 
. Soft Cooked Ege 
. Bacon 
). Toast 


. Beef Broth 
8. Toasted Crackers 
. Fried Chicken, Cream 


Gravy 


. Hot Sliced Chicken 
. Mashed Potatoes 
2. Riced Potatoes 


Paprika Cauliflower 


4. Whole Green Beans 
. Ieed Carrot Sticks and 


Olives 


. Burnt Almond Ice Cream 
8. Orange Sherbet 
9. Orange Sherbet 

. Sliced Peach 

. Cranberry Juice 


2. Chicken Noodle Soup 
3. Saltines 
. Broiled Tomato on Toast 


25. 
26. 


with Cheese Sauce 
Welsh Rarebit on Toast 
Cold Sliced Lamb 


. Baked Potatoes 
28. Asparagus Tips 
29. Romaine and Egg Salad 


30. 
31. 


9 
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French Dressing 
Fruit Gelatin, Whipped 
Cream 


+ % Canned Fruit Gelatin 
33. 

34. 
35. 
. Bread 


Strawberry Gelatin 
Fresh Grapes 
Mixed Fruit Juice 


SEPTEMBER 26 
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. Grapefruit Juice 
. Grapefruit Juice 
. Granular Wheat Cereal or 


Corn Flakes 


. Poached E 


4 
Broiled Chicken Livers 
Toast 


Consommé a la Royal 


. Saltines 

. Spiced Smoked Tongue 
. Roast Beef: 

. Mashed Potatoes 

. Paprika Potatoes 

. Kale with Lemon 

. Julienne Beets 


Pear, Cottage Cheese, 
Watercress Salad 
Creamy Mayonnaise 


. Pecan Pie 
. Baked Custard, Apricot 


Sauce 


. Lime Gelatin Cubes 
. Bartlett Pear 
. Pineapple Juice 


. Vegetable Soup 
. Crisp Crackers 
. Veal Pattie—Baked 


Noodles 


. Broiled Veal Pattie 
. Broiled Veal Pattie 
. Noodles 


. Chopped Spinach 
. Red Cabbage and Orange 


Salad 


. Creamy Mayonnaise 
. Cantaloupe 


. Caramel Rennet-Custard 


. Caramel Rennet-Custard 
. Cantaloupe 
. Grape Juice 


. Blueberry Muffins 


SEPTEMBER 27 


. Fresh Grapes 


. Blended Juice 
. Wheat and Barley Kernels 
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or Hominy 
Soft Cooked Egg 
Bacon 


. Toast 


Beef Bouillon 
Wheat Wafers 


. Roast Lamb—Mint Jelly 
. Roast Lamb 

. Browned Potatoes 

. Parslied Potatoes 

. Diced Summer Squash 

. Green Peas 

. Molded Pickled Beet, 


Celery and Onion Salad 
Mayonnaise Dressing 
Graham Cracker Ice Box 
Pudding 


. Lemon Rice Pudding 
. Raspberry Gelatin 
. Unsweetened Canned 


Cherries 


. Grapefruit Juice 


. Cream of Mushroom Soup 
. Saltines 
. Cheese Soufflé—Jelly 
. Cheese Soufflé—Jelly 
. Cold Roast Beef 
. Baked Potatoes 
. Cut Green Beans 
. Sliced Tomato Salad 
. French Dressing 
. Sugared Peaches 


32. Stewed Peaches 
3. Baked Custard 


. Fresh Peaches 


5. Apple Juice 
. Hot Biscuits 


SEPTEMBER 28 


. Tomato Juice 
. Tomato Juice 
. Oatmeal or Crisp Rice 


Cereal 


. Serambled Egg 


5. Grilled Ham 
. Toast 


7. Cranberry and Pineapple 
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Juice 


. Veal Fricassee 

. Broiled Veal Pattie 
. Riced Potatoes 

. Riced Potatoes 

. Minted Carrots 


Asparagus Tips 
Head Lettuce Salad 


. Chiffonade Dressing 


. Coconut Layer Cake 
. Tapioca Orange Cream 


Pudding with Meringue 


. Vanilla Rennet-Custard 
. Honeydew Melon 
. Beef Broth 


. Brown Onion Soup 


. Crisp Crackers 
. Swiss Steak—Fluffy 


Parslied Rice 


. Baked Rice and Meat 
. Broiled Steak 

. Steamed Rice 

. Sliced Beets _ 

. Lettuce, Romaine and 


Cress Salad 


. Vinaigrette Dressing 
. Tapioca Orange Cream 


with Meringue 


. Canned Grapefruit 
. Cream Pudding 

. Fresh Fruit Cup 

. Apricot Nectar 

. Bread 


SEPTEMBER 29 


. Bananas 

. Grapefruit Juice 

. Shredded Wheat or Farina 
. Poached Ege 


Bacon 
Popovers 


. Scotch Broth 


Fah ft ek ek ek ek pet 


Saltines 

Roast Beef au Jus 
Roast Beef 
Hominy Grits 
Hominy Grits 


. Green Lima Beans 


Sliced Tender Turnips 


. Orange and Walnut Salad 
. Sherry Dressing 
. Indian Pudding with 


Ice Cream 


. Chocolate Sundae 
. Raspberry Sherbet 
. Orange Sections 

. Pineapple Juice 


. Tomato Juice Cocktail 


| Lamb Biseuit Roll, Hot 


Lamb Gravy—Grilled 
Sweet Potatoes 


. Broiled Lamb Pattie 
. Broiled Lamb Pattie 


27. Baked Sweet Potatoes 


. Green Peas 


29. Cucumber and Radish 


Salad 


. Sour Cream Onion 


Dressing 


. Baked Pear, Ginger Hard 


Sauce 


. Orange Sections 


. Strawberry Gelatin 


. Fresh Pear 
. Consommé 


. Bread 


SEPTEMBER 30 


Zz 
2. 
3. 
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Honeydew Melon 

Prune Juice 

Granular Wheat Cereal or 
Puffed Rice 


. Soft Cooked Egg 
. Bacon 


Toast 


. Grapefruit Juice 
. Deep Fat Fried Flounder 


Fillets, Tartar Sauce 
Broiled Flounder - 


. Mashed Potatoes 
. Riced Potatoes 


Whole Kernel Corn 
Julienne Green Beans 
Cabbage Slaw 


Red Cherry Cobbler 


. Floating Island 


Cherry Gelatin 


. Fresh Apple 
. Beef Bouillon 


. Lima Bean Soup 
23. Saltines 


. Stuffed Peppers with 


Spaghetti and Cheese, 
Cheese Sauce 


5. Creamed Eges 


. Egg Halves 


Sliced 
American Cheese 


. Baked Potatoes 


28. Broiled Tomato 
9. Tossed Salad 


. French Dressing 
. Stewed Apricots—Peanut 


Butter Cookies 


. Stewed Apricots 
. Baked Custard 
. Unsweetened Canned 


Apricots 


. Grapefruit Juice 
. Bread 
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ADMINISTRATOR... 
‘Our FREEZ-A-BAG in operation 
paid for itself in 26 months” 
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, DOCTOR... 
NURSE... “Cold therapy is more effective— 


“Every patient likes the the glycerin-filled bags are 
FREEZ-A-BAGS so much better colder than ice” 


than uncomfortable ice caps” 


I LL find FREEZ-A-BAG more economical, 


more effective than Ice Bags 





® After studying actual figures on their cost of 
providing cracked ice cold pack service, many 
hospital superintendents are turning to FREEZ- 
A-BaG service for cold therapy. Nurses and 
doctors, too, prefer this modern service to now- 
outmoded ice caps. 


FREEZ-A-BAG eliminates the manufacture, 
purchase, storing, hauling and cracking of ice. 
Your nurses save many hours of time formerly 
used to prepare, fill and empty caps. Your pa- 
tients find the soft, pliant, glycerin-filled bags 
far more comfortable. Bags freeze to a semi-solid 
at 11° F. 

Ask your AMERICAN representative for de- 
tailed information, or write direct. 
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| PLAN WITH AMERICAN 
... the first name in hospital supplies 


AMERICAN HOSPITAL SUPPLY CORPORATION 
GENERAL OFFICES e EVANSTON, ILLINOIS 


AUGUST 1949, VOL. 23 








DIETETICS ADM 


Residency training 

PRESENT EDUCATIONAL training 
and standards for dietitians are be- 
ing studied continually by the 
American Dietetic Association, 
heads of college and university 
home economics departments and 
directors of approved dietetic in- 
ternships. If the profession is to go 
forward, dietitians recognize that 
in addition to a recruitment pro- 
gram, a longer period of prepara- 
tion and experience is needed for 
the graduate student. 

The one year of approved in- 
ternship, after four years of college 
preparation, is financially difficult 
for many students. Opportunities 
for home economics graduates, at 
attractive salaries, have deterred 
many from entering a hospital for 
internship. In June there were 100 
vacancies in the approved dietetic 
intern courses. 

At a recent meeting of the Dela- 
ware Dietetic Association, John N. 
Hatfield, president-elect of the 
American Hospital Association and 
administrator of Pennsylvania 
Hospital, Philadelphia, spoke on 
hospital dietetics. He presented 
suggestions for meeting the need 
for well-qualified dietetics special- 
ists in the hospital field. 

The successful performance of 
the manifold duties of the dietitian 
obviously require the services of 
a competent graduate dietitian, 
Mr. Hatfield said. Many graduate 
dietitians, like many graduate 
nurses and many practicing physi- 
cians, unfortunately overestimate 
their abilities. 

It is his opinion that the dietetic 
association is remiss in that it does 
not—or at least it did not a few 
years ago—emphasize and recog- 
nize specialties within the hospital 
field of dietetics. Its emphasis has 
been placed on basic education and 
a general internship. The result, 
he said, is that almost every dieti- 
tian graduating from an internship 
is turned loose imbued with the 
idea that she is fully qualified to 
handle every branch of hospital 
dietetics equally well. 
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It is Mr. Hatfield’s suggestion 
that a residency program be intro- 
duced in the training program. 
Following a dietetic internship, he 
feels that a residency of one, two 
or even three years should be 
required in one of the dietetic spe- 
cialties as a prerequisite for certi- 
fication. 

During internship, the interns 
should be watched closely to detect 
their particular interests’ and 
adaptabilities. If one shows an un- 
usual aptitude in administration, 
he believes she should be urged to 
take a residency in that specialty. 
If another has a flare for the scien- 
tific side of dietetics, she should be 
guided into diet therapy. Still a 
third may be a natural teacher. 

The dietetic internship, Mr. Hat- 
field said, should be on the basis 
of one year’s training. It should 
continue rotational in character so 
that the intern may get experience 
in all branches of hospital dietary 
department functions. Residencies 
of one, two and three years follow- 
ing a rotational internship should 
carry a monthly stipend which 
would be increased in each year 
of residency. A certificate should 
be awarded following internship, 
and at the conclusion of a residen- 
cy, a specialty certificate should be 
awarded. Mr. Hatfield believes that 
his plan for a residency program 
would be popular and that it would 
not be long before the college 
granting the student a bachelor’s 
degree, on the basis of a completed 
residency in a recognized hospital, 
would award a master’s degree. 

Mr. Hatfield advocates such a 
program because he sees the need 
for women qualified by education, 
training and adaptability in the 
field.. While the application of the 
science of dietetics is dramatically 
demonstrated in hospitals for the 
acutely ill, the need for its appli- 
cation in other types of institutions, 
in industry, in the schools and in 
the homes also can be clearly 
demonstrated. 

The practice of dietetics is a 
professional procedure and should 


be so maintained. Mr. Hatfield 
called it a challenge to those in 
the dietetic field to see that there 
is no deviation downward. As pro- 
fessionals, dietitians are entitled to 
recognition compatible with thei 
status and to remuneration in 
keeping with the position in which 
they are placed by virtue of pro- 
fessional attainments. As_ profes- 
sionals, the dietitians have a defi- 
nite responsibility to conduct 
themselves and perform their 
duties at a superior level. 


Food conferences 


Following the pattern of a series 
of food service conferences spon- 
sored by the American Hospital 
Association, the Illinois Depart- 
ment of Public Health and the IIli- 
nois Hospital Association in 1947, 
a second series was conducted in 
May and June of this year. The 
sponsoring agencies were the State 
Department of Public Health 
through the Division of Hospital 
Construction and Services, Illinois 
Hospital Association and _ Illinois 
Dietetic Association. i 

Since comments about the 1947 
conferences indicated that one-day 
meetings with conference centers 
within easy driving distance were 
appreciated, this plan was followed 
again. Six conference centers were 
chosen both for geographical loca- 
tion and available facilities. Local 
hospital employees made -arrange- ° 
ments for a meeting room within 
the hospital or at a convenient 
location in the community. 

Dietitians, food service super- 
visors, hospital administrators, 
nurses, office managers, cooks, 
kitchen helpers, public health per- 
sonnel, college instructors and 
students attended. Five speakers 
were scheduled for each confer- 
ence. The method of presentation 
was informal and was adapted to 
the size and major interest of the 
group. Rersons attending received 
practical information and were 
able to exchange ideas. 

The many favorable comments 
about the program, made by those 
who attended, seem to indicate 
that such one-day conferences are 
appreciated. It is an opportunity 
and a challenge to the state agen- 
cies that are in a position to pro- 
mote this type of activity —M.G. 


HOSPITALS 





Using purchase audits as a 


cost control measure 


W. R. WILLIAMS 


URCHASE AUDITS for the hospi- 

tal are as important in a small, 
30-bed unit as they are in the 
large hospital where the purchas- 
ing department is headed by an 
executive with several assistants 
Purchasing department principles 
are invariable. Whether the finan- 
cial climate is one of rising, falling 
or constant prices, every possible 
means of obtaining optimum value 
per dollar must be considered. 

Yet all too frequently, potential 
economies are overlooked in the 
purchasing of supplies and equip- 
ment necessary to operate a hos- 
pital. 

In hospital purchasing, as in in- 
dustrial purchasing, there are two 
distinct elements of cost associated 
with the function of procurement. 
These are: (1) The administrative 
or functional costs, and (2) the 
cost of the materials purchased. A 
directly proportional relationship 
should be maintained between 
these elements. 

To keep purchasing costs down, 
it is essential that some method of 
ascertaining and measuring them 
be formulated. Many intangibles 
must be considered. It is possible, 
of course, to collect and add direct 
and indirect purchasing costs year 
by year. This sum then may be 
divided by the number of specific 
operations performed during the 
period, such as the number of pur- 
chase orders written, the number 
of requisitions handled or the num- 
ber of invoices which have been 
approved. 

In determining purchasing costs, 


Mr. Williams is assistant administrator 


of the University of Illinois Hospitals, 
Chicago. 
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all direct costs such as salaries, 
supplies, telephones and equipment 
must be considered as well as a 
pro-rata share of space costs, heat, 
utilities and other indirect expens- 
es. Another index of the cost or 
effectiveness of a purchasing de- 
partment is the computation of the 
gain or loss arising from forward 
buying of necessary operating sup- 
plies. 

Less tangible cost denominators 
are the number of purchase dis- 
counts lost, the aging or imbalance 
which is allowed to creep into the 
inventory, the number of emer- 
gency or frequent repeat orders 
which must be placed and the com- 
pilation of losses that arise from 
buying in more or less than the 
optimum quantities. It likewise is 
costly to a hospital to be forced 
into frequent negotiations for re- 
turn of unsatisfactory or unneces- 
sary merchandise when the returns 
might have been avoided through 
more care in the determination of 
what was needed. 


CONSIDERATION OF COST 

The knowledge of the average 
cost of writing formal purchase 
orders is of great value during the 
course of -business, particularly 
when the question arises as to 
whether the hospital should as- 
sume the expense of processing a 
formal order or secure occasional 
small items of supplies on a petty 
cash basis. If review of the pur- 
chase orders of a given period in- 
dicates that certain items are ac- 
quired on a: frequently repetitive 
basis, it may be good judgment to 
relegate these items to central 
stores handling and issuance, and 


purchase them in larger quantities 
at less frequent intervals. 

For the busy administrator to 
keep informed of purchasing oper- 
ations and costs it is necessary that 
certain reports and operating state- 
ments be prepared by the pur- 
chasing officer and be made avail- 
able for critical analysis. Most of 
these reports can be prepared on a 
monthly basis; their need and ap- 
plication should be determined be- 
fore going to the expense of pre- 
paring them. 

Wherever a printed purchase or- 
der form is used, an extra “report 
copy” can be made of every order 
written, and can be filed according 
to working day. This copy of the 
order can be coded by the purchas- 
ing agent or kis assistant at the 
time the order is signed or during 
the next working day. At the end 
of each month a rapid classifica- 
tion can be made and the reports 
prepared with a minimum of cler- 
ical help. 

The daily coding required can be 
very simple. A two or three-digit 
numbering code can be used to 
designate: (1) Whether items are 
purchased for stores or direct de- 
partmental usage, and the depart- 
mental distribution; (2) whether 
the material ordered is a consum- 
able supply or a piece of equip- 
ment; (3) whether the material is 
a food, drug, or belongs to another 
classification; (4) whether the or- 
der is placed on a contract, quoted, 
competitive or open price basis and, 
(5) other desirable information 
such as whether the source is local, 
or out of city or state. 

A coding system such as the fol- 
lowing may be of some assistance 
in classification of expenditures. 
Using a two-digit series, all num- 
bers under 50 relate to supply ex- 
penditures; all numbers over 50 
relate to equipment expenditures. 
The second number is the depart- 
mental classification. If desired, a 
decimal point and an additional 
digit may be used to identify a 
class of supply expense. 

Some examples of the two-digit 
code are: 


11 Supplies—Dietary department. 
12 Supplies—Operating room. 
13 Supplies—Central stores. 


51 Equipment—Dietary depart- 
ment. 





52 Equipment—Operating room. 
53 Equipment—Central stores. 


11.1 Supplies—Dietary depart- 
ment—Meats. 


11.2 Supplies—Dietary depart- 
ment—Dairy products. 

The addition of the letter ‘“Q” 
after the number is used to indicate 
that the order has been placed on 
the basis of a quotation, verbal, 
written or catalog; The letter “C”’ 
indicates a competitive bid price; 
the letter ‘“O” is indicative of an 
open or unpriced order. At the end 
of the month a purchase order 
coded 12-C would be listed as a 
supply item purchased on a com- 
petitive basis for direct consump- 
tion by the operating room. 

Such coding of expenses can be 
of definite assistance to the ac- 
counting department, if transferred 
to the invoice-voucher, in the 
monthly or annual computation 
and distribution of operating costs. 
The name of the vendor, which 
heads the purchase order, will pro- 
vide the basis of a vendor volume 
report which may be of consider- 
able aid if the hospital is concerned 
with pressure in regard to recip- 
rocal buying. A report that indi- 
cates the amounts of supplies and 
equipment purchased during the 
month, when related to bed oc- 
cupancy and service rendered dur- 
ing the same period, is of consider- 
able value in detecting waste and/- 
or overstocking and the building 
of excessive inventories. 


EFFICIENCY MEASUREMENTS 
A report which shows the pro- 
portion of orders placed on the 
basis of competitive quotation, con- 
tract price or open price is of par- 
ticular value. In effect it tests the 
alertness and competitive position 
of the purchasing department. 
The number of interviews with 


salesmen is occasionally indicative . 


of the activity and scope of the 
purchasing department. Likewise, 
the degree of standardization of 
closely related items of supply in 
use throughout the hospital is a 
measure of the effectiveness of the 
purchasing program. Such stand- 
ardization will usually permit buy- 
ing in more advantageous quanti- 
ties, stocking a smaller variety of 
related items, and maintaining a 
smaller inventory of replacement 
and repair parts. 
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It must be emphasized that short- 
time period purchasing reports, 
like all other such statements, must 
be correlated into annual or longer 
time period summaries to be of 
optimum value. This summarizing 
is especially necessary when such 
reports are compared to other op- 
erating statements. A short-time 
period report cannot possibly por- 
tray at a given moment the in- 
crease or decrease in purchases or 
its relation to other operating fac- 
tors. The hospital administrator 
who can obtain and briefly digest 
accurate operating reports from 
his various departments, has done 
much to conserve valuable time 
and still keep his finger on the 


pulse of the activities which are - 


his responsibility. 

The quarterly charting of the 
price ranges of certain basic and 
continuously used commodities 
such as coal, dairy products and 
bed linens, is helpful in explaining 
fluctuations of total operating ex- 
penses over the same period. 

The rate of turnover of drug, 
food and stores inventories is an 
index of the care and economy ex- 
ercised in the procurement of op- 
erating supplies. This factor is dif- 
ficult to measure in a_ hospital 
which does not operate a central 
stores system and is doubly diffi- 
cult in the institution which does 
not operate under a centralized 
purchasing procedure. 

The arguments for centralized 
purchasing for an organizational 
unit are such that there can be 
little case made for any other 
method of procurement. The size 
of an institution will determine to 
a great degree the need for a cen- 
tral stores operation. 

The rate of inventory turnover 
should be commensurate with good 
commercial practice, taking into 
consideration the need for always 
having on hand sufficient operating 
supplies to perform the functions 
of the hospital. The type of stores 
control and inventory again is in- 
dicated by the existing conditions 
in the hospital, the size of the in- 
stitution and its proximity to 
sources of supply. In many in- 
stances the vendor can perform the 
storage function better than the 
hospital. It is a waste of valu- 
able space to store excessive quan- 
tities of easily procured items of 


standard price, thereby tying up 
needed working capital, simply to 
avoid the issuance of weekly or 
monthly purchase orders. 

A physical verification of the in- 
ventory should be made once each 
year. At this time it is also sound 
business practice to “age” an in- 
ventory. This aging process gen- 
erally will bring to the attention 
of administrative officers many -ob- 
solete and deteriorating supply 
items that it would be well to dis- 
pose of at any price. It is sounder 
policy to accept a salvage price on 
some goods—and perhaps a loss, 
on items the hospital cannot, or 
probably wiil not ever use—while 
they still have some value. 

As in accepted commercial prac- 
tice, inventories should be valued 
at cost or market price, whichever 
is lower. The hospital well may 
profit by shrewd purchases in a 
rising market, but no attempt 


should be made to capitalize. such 
gains at inventory time. 


CENTRALIZED RECORDS 

The accounting for, numbering 
and inventory control of items of 
permanent equipment acquired by 
the hospital should be assigned to 
the purchasing officer. By keeping 
a current card file on every piece 
of equipment above a certain ar- 
bitrary value, the hospital fre- 
quently can reassign temporarily, 
or permanently, the use of such 
equipment with the possible avoi- 
dance of obsolescence or needless 
duplication. Such a centralized 
record has a further value in the 
disposition of equipment which is 
surplus to all departments of the 
hospital. It may enable the pur- 
chasing agent to make a profitable 
trade-in of an unneeded item on 
new acquisitions. 

A statement of the purchasing 
policy of the institution, which also 
explains the facilities and proce- 
dures available to department 
heads, is an excellent adjunct to 
good rapport between the pur- 
chasing office and the other de- 
partments of the hospital. This 
statement can be in the form of a 
manual or can be briefly condensed 
onto the cover sheet of the requisi- 
tion pad or printed on the back of 
the requisition itself. It can be 
very helpful in the orientation of 
new staff members. 
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Simmons 
New Isolation 
Bassinet Unit 


) 
Shown here is the New F-425 isola- 
tion bassinet cabinet. It provides 
space for clothing of the infant pa- 
tient, and for supplies used in its 
care. Together with all-plastic Bas- 
sinet H-83 and Bassinet Stand HC-285, 
Simmons which also may be kept clean and 
Portable Balkan Frame sterile, it provides the best means of 
—clamp-on model. Here is a Balkan Frame icra sadpapensplbpecemmgelncgr dapat 
which can be used with most all types of tamination. AR pleces may be or- 
standard hospital beds. It is provided with dered separately. 
clamps which fasten to end posts at head 
and foot ends of bed. Comes complete 
with fracture bars, swivel pulleys and exer- 
cise bar. Finished in cadmium. Model H 12 


illustrated. 


Simmons NEW Simmons 
Self-Adjusting Bed Orthopedic Bed 

Eight positions at control of patient—saves with Permanent Balkan Frame 
nurse’s time. Two convenient frame-mounted Specially designed by Simmons for hos- 
handles control simple action. Control by pitals which maintain complete orthopedic 
nurse also provided by locking device out - wards. Equipped with Simmons Multi-position 
of patient’s reach. Available with 9 types spring, fracture bars, swivel pulleys, exer- 
of bed ends and 2 models with legs at- cise bar and irrigation hook. Model shown 
tached to spring frame. Model shown here here is H-804-L-184. 


is H-517-L-195. 


SIMMONS COMPANY 


DIVISION 


HOSPITAL 
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Current price trends 





URCHASERS AND WHOLESALERS 

took a long, speculative look 
at the new fiscal year beginning 
July 1 and the estimates of prices 
to come. As they compared the first 
half of 1949 with prewar and war 
years, they became less fearful 
and agreed on one comforting 
probability: The end of 1949 may 
see the stabilization of American 
business and the end of recession 
hysteria. 

This admission of comfort was 
not to be confused with easy-going 
optimism, however. Most business 
men conceded that the supply- 
demand-price readjustments ought 
to be less trying by Christmas- 
time, but most admitted business 
in the interim will be sluggish and 
weak. Even when relief comes, it 
will bring greater competition, a 
need for professional selling and, 
if anything, smaller profits for the 
wholesaler. 

An upgrade-swing — barring 
emergencies —is tentatively ex- 
pected next spring and a few hope- 
ful economists believe business 
may approach 1948 levels by 1951 
or 1952. One price analyst summed 
up the situation accurately, if dis- 
passionately, something like this: 
Most business indicators probably 
will be lower than in 1948; unem- 
ployment will continue to rise but 
employment still will be high; it 
will become increasingly difficult 
to make a “killing” but business 
will not be as bad as most people 
prefer to think. 

In the meantime, it was difficult 
last month to tell whether the 
greatest of the price changes had 
come or were yet on the way. By 
the end of June, the comprehensive 
monthly wholesale price index of 
the Bureau of Labor Statistics was 
down to 155.7 per cent of the 1926 
average. The May index was 5.2 
per cent below the level of one 
year earlier and 8.3 per cent lower 
than the August 1948 peak. In June 
all major commodity groups de- 
clined except chemicals and allied 
products, farm products and foods, 
all of which advanced slightly. 
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Early in June the prices of some 
percales declined on the New York 
market. A manufacturer of foam 
rubber mattresses drastically cut 
his prices $10 to $20 a unit. Steel 
scrap in Chicago and zinc were 
down almost 5 per cent each and 
copper dropped to 15.9 cents per 
pound, the lowest since November 
1946. Shellac fell to 58.5 cents per 
pound in one week, almost 20 per 
cent below the postwar peak 
reached in August 1946. 

Purchasers for hospitals, as well 
as for industry, explored such price 
decreases for danger signals but 
could find none. Instead they found 


some items fluctuating or even ris- 
ing in price, an unmistakable sign 
of cost adjustment or leveling off. 
Industrial alcohol prices which had 
dropped from a high of 87 cents a 
gallon in November 1948 to a re- 
cent low of 21 cents, were raised 
(effective July 1) by amounts 
ranging from 8.5 to 11 cents a gal- 
lon; the price of isopropyl alcohol 
was increased 5.5 cents a gallon. 
Cottonseed oil and cocoa beans each 
advanced more than 5 per cent. 

Hogs and steers increased in 
price to about the highest levels 
since early in the year. On the 
other hand, butter in the New 
York market was, with the excep- 
tion of one day in October 1948, 
the lowest it had been in more 
than two years. And as quotations 
for menthol reached new highs, 
crude oil in Arkansas was cut 25 
cents a barrel. 





COMMODITY 


All commodities _........... 
Farm products .......- 
All foods 
Textile products 
Fuel and lighting 
Ta pls | Oe Oe aR 133.1 
Metal and metal 
products 
Building materials 
All others* 


1948 
166.7 


148 


miscellaneous commodities. 


Source: Bureau of Labor Statistics. 


TABLE 1—-FRACTIONAL LOWERING 


Weekly Index Numbers of Wholesale Prices—1926=100 
July August 
3 7 


1948 
169.2 
193.6 
190.0 
a 


136.9 


*Includes chemicals and allied products, hides and leather products, housefurnishing goods and 


This weekly wholesale price index is designed as a weekly counterpart of the monthly whole- 
sale price index. It is based on a sample of about one-eighth of the commodities in the com- 
prehensive sample and therefore should be regarded as an indicator of price trends rather 
than as a final compilation. The monthly index should be used for fuller coverage. 


% of Change 

6-22-48 1-4-49 

to to 

6-21-49 6-21-49 

156. — 8.2 
173. r re —16.6 
1 4 ; 
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May 
1 


1 

167. : 
2 191.6 9 — 3.0 
: 127.6 4 — 6.3 








COMMODITY May 
1939 
76.2 
63.7 
- 68.2 


All commodities .. = 
Form products .......:....... ; 
Foods : 
Textile products 

COTHON: DODGE | o.iicsice..c cs... 5 
Fuel and lighting materials... ..... 
Peace GOO! ...........---.-..-05.2.. 
Bituminous coal 
Electricity .......... ( 
Gas seca 
Building materials Saree 
Dn ae 
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Paint and paint materials 

Plumbing and heating materials 

Structural steel 

Other building materials 

Drugs and pharmaceutical 
materials 

Raw materials 

Semi-manufactured articles 

Manufactured products ...........- 

Purchasing power of doliar......$1.31 
*Figures not available at press time. 


Source: Bureau of Labor Statistics. 
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TABLE 2—READJUSTING DOLLAR 
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Economists were not disturbed 
by these temporary disparities in 
the price trend. To them it seemed 
healthy for prices to jump around 
a bit while some types of manu- 
facturing settled back to a sitting 
position. Sudden, mass decreases 
on the wholesale market have been 
disastrous in the past and seldom 
have resulted in reasonable price 
levels. 

Meanwhile some important 
wholesale prices which have 
seemed disproportionate for a long 
time continued to go down. One 
leading manufacturer’ cut prices 
for exterior and interior paints, 
paint brushes and varnish and 
enamel products by a composite 
average of 9 per cent. This move, 
said the manufacturer, was im- 
portant for two reasons: 

1. He wanted no customer hesi- 
tation in making paint purchases, 
during the remaining months of 
1949. 

2. The changed attitude of the 
government in lowering the price 
support ceiling on flaxseed from $6 
per bushel to $3.99 called for fair 
price readjustment. 

For similar reasons, secondary 
aluminum prices were reduced. 
The current price level for low 
grade alloy is 14.25 cents and for 
high grade alloy 17.25. On January 
25 these prices were 23.5 and 27.5 
cents respectively. One company 
cut prices in June $5 to $12 per ton 
on highly purified wood cellulose, 
which is used in the rayon, acetate 
and cellophane industries. 

Manufacturers and wholesalers, 
then, apparently were not holding 
back. Fearing price decreases by 
competitors and hoping to regain 
the confidence of prewar buying, 
many of them cut prices as soon as 
it became economically feasible. 
Price analysts, columnists and 
financial editors were not unsym- 
pathetic toward gradual change 
and talk of the bottom dropping 
from the market had quieted. 

Half of the readjusting period 
was considered over by July 1 and 
already the consumption of many 
products began to run ahead of 
production. Fortunately, invento- 
ries still were high and minor 
Shortages were not yet apparent. 
A few purchasers hinted that gov- 
ernment supports, particularly in 
the food field, were merely cush- 
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ioning temporarily the adjust- 
ment that must come sooner or 
later. Thus, they still held back on 
long range commitments. 
Whether hospitals were finding 
relief hinged mostly on the costs 
of food, drugs, textiles and build- 
ing materials, most of which still 


were taking the price adjustments 
rather calmly. As long as these 
costs remained relatively high, the 
hospital purchaser could do little 
to change his buying habits. 
Encouraging signs to every pur- 
chaser, however, were the nor- 
malcy of credit purchases and pay- 
ment, the many remaining postwar 
needs of the nation, the continued 
dependence of Europe upon our 
economy and the prevailing con- 
viction that a second great depres- 
sion does not seem in our way. 


























Cement Set Type 
Bristle, Nylon and mixtures 


Staple Set Type 
All Hair, Hair and Fiber 
and All Fiber 


Staple Set 
All Fiber Heavy Duty 





eae Construction 
Hair and Fiber and All Fiber 


Phone your local Fuller 
Branch Office or write 
~ 




















INDUSTRIAL DIVISION, 3564 MAIN ST. 














ECONOMICAL 
SWEEPING 


FLOOR BRUSHES 


For smooth, polished floors 

. for rough, concrete floors 
...and for every type floor in 
between... Fuller has a floor 
brush especially built to give 
long, efficient service. A var- 
iety of styles... a variety of 
brush materials...in sizes from 
12” to 42”. With the Fuller 
brush...most efficient on a par- 
ticular job... you bring down 
your costs for floor sweeping. 





HARTFORD 2, CONN. 


IN CANADA: FULLER BRUSH COMPANY, LTD., HAMILTON, ONTARIO 





ANNUALLY 


Price demand 


E. L. SHANER, writing recently 
for the bulletin of the National 
Association of Purchasing Agents, 
stresses the great demand which 
is developing for products at the 
right price. He regards this as a 
challenge to manufacturers’ to 
provide greater values at lower 
prices and believes that one way 
in which this can be accomplished 
is to discontinue expensive, “de- 
luxe’? features which have been 
added to most equipment since the 
end of the war. He feels that the 
time has come when consumers 
want real values rather than show- 
off equipment. 

These observations could apply 
to hospital equipment at any time. 
Too often purchasers are told of 
special features which have been 
added to a product but which are 
of doubtful value, especially when 
their additional cost is considered. 

Fortunately, there is a decided 
trend towards standardization and 
simplification. Purchasing agents 
can add impetus to this trend: by 
giving serious thought to ease of 
repair, availability of replacement 
parts and usefulness of gadgets 
when considering the purchase of 
equipment. 

The extent to which equipment 
and supplies can be standardized 
within one institution is amazing; 
the ways in which standardization 
simplifies ordering of replacement 
parts and stockkeeping is perhaps 
more unbelievable. 

The Canadian Standards Asso- 
ciation, under which is centralized 
the standardization work in Can- 
ada, recently found that the pam- 
phlet issued for the information 
of ship architects and designers 
listed 1,100 different types and sizes 
of water and steam valves. With no 
difficulty this number was con- 
siderably reduced and, although 
the project has not yet been com- 
pleted, new issues of the pamphlet 
will contain a much shorter listing 


of types. 
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Revised recommendation 


Revision of Simplified Practice 
Recommendation R74-30, Hospital 
and Institutional Cotton Textiles, 
has been completed. 

All ordinary items used in hos- 
pitals such as sheets, pillow cases, 
bedspreads, towels, washcloths, bed 
pads and diapers are included. The 
recommendation deals with sizes 
and has been revised after 19 


years to include only those sizes. 


most commonly in use. 

The revision has been accepted 
by hundreds of hospitals to which 
it was sent, as well as by leading 
members of industry. It consists 
largely of deleting items from the 
former list and it is significant that 
almost no protests have been made 
against such deletions. Twelve per- 
sons have suggested about 20 
slight changes in sizes or additional 
items. All others accepted the list. 

This appears to be a triumph for 
the program of simplification, which 


only can succeed with the coopera- 
tion of purchasing agents. 


Diathermy ruling 


Many inquiries are received with 
regard to the purchase of dia- 
thermy equipment which must, 
after July 1, 1952, meet with the 
approval of the Federal Communi- 
cations Commission. 

According to current regulations, 
medical diathermy equipment 
manufactured prior to July 1, 1947, 
may, for a period of five years after 
June 30, 1947, be operated or sold 
without authority from the com- 
mission. After that time, however, 
only approved types may be used. 
A list of manufacturers and the 
approved type or model which 
they offer for sale may be obtained 
from the Federal Communications 
Commission. The American Hospi- 
tal Association will advise pur- 
chasers about the types which have 
been approved. 

Users of diathermy equipment 
are asking whether or not shielding 
of treatment rooms is as satisfac- 
tory or economical as replacement 
of equipment. Information con- 
cerning this problem is being gath- 
ered and will be published in a 
later issue of HOSPITALS.—L.P.G. 




















“Wrong again!—that shows what I think of some 
fly-by-night hospital equipment salesmen.” 


wen 
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Appeal for caution on polio 


season tonsillectomies 


VIDENCE STILL IS not conclusive 

that tonsillectomies or ade- 
noidectemies do not increase the 
incidence of poliomyelitis. For that 
reason the inadvisability of such 
operations during periods of epi- 
demic poliomyelitis is re-empha- 
sized in an editorial of the Journal 
of the American Medical Associa- 
tion for June 4, 1949. 

In 1942, the Journal of the Amer- 
ican Medical Association warned 
that poliomyelitis, particularly the 
bulbar form, greatly increased in 
children after tonsillectomy or ade- 
noidectomy in epidemic areas. Re- 
ports of Stillerman, Fisher, Max- 
well, Marks, Top, Aycock and 
Sabin were cited. Such operations 
during epidemics have been almost 
universally avoided since that time. 
Recently, otolaryngologists seem 
inclined to believe that a causal 
relationship does not exist between 
the two, and that bulbar poliomy- 
elitis following tonsillectomy is 
probably purely coincidental. 

Dr. D. S. Cunning believes that 
the operation should not be in- 
definitely postponed simply be- 
cause summer months are the 
months in which poliomyelitis is 
prevalent. His opinion is influenced 
by a survey conducted at the re- 
quest of the American Laryngolog- 
ical, Rhinological and Otological 
Society, based on questionnaire 
Survey data covering 1947. Dr. 
Cunning’s report and other factual 
material relating to this question 
were reviewed recently by H. K. 
Faber in Pediatrics for February 
1949, 

Data were re-examined on 4,331 
cases of poliomyelitis occurring in 
25 states during 1947 which had 
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been reported by Dr. Cunning. In- 
cidence of the bulbar type of polio- 
myelitis was 25 per cent in the 
group subjected to tonsillectomy 
within two months of onset. Inci- 
dence of the bulbar type in the 
entire group was 11.7 per cent. 


Corresponding figures for 1946 


showed an incidence of 29 per cent 
bulbar type of poliomyelitis among 
the post-tonsillectomy cases com- 
pared with 15.4 per cent of the 
bulbar type in the entire group. 
Thus, the incidence of cases of bul- 
bar type was more than twice as 
great in patients who had been 
subjected to tonsillectomy as in 
those who had not been. 

A previous statistical study of 
poliomyelitis in Utah in 1943 by 
J. A. Anderson showed incidence 
of cases of bulbar type in the gen- 
eral child population to be 25 per 
100,000 as compared with 404 per 
100,000 in children who recently 
had had tonsillectomies. Dr. Faber 
concluded that proofs previously 
offered for a causal relationship 
between incidence of poliomyelitis 
and tonsillectomy during epidemic 
times still were valid and that 
evidence for this had not been re- 
futed by the Cunning survey. 

The weight of past and recent 
evidence continues to favor the 
existence of such a causal relation- 
ship. As tonsillectomy is an elective 
operation which rarely requires 
immediate surgical attention, the 





The Medical Review department is 
edited by Charles T. Dolezal, M.D.., 
secretary of the Council on Profes- 
sional Practice. 





preventive attitude of delay during 
the period that poliomyelitis is epi- 
demic is properly justified. 


Vaccination and pregnancy 


Smallpox vaccination during 
pregnancy does not increase the 
incidence of congenital malforma- 
tions, still births, abortions or in- 
fant deaths. This was concluded by 
Marjorie T. Bellows and co-work- 
ers in Public Health Reports for 
March 11, 1949. They began a study 
October 1, 1946, of all women less 
than four months pregnant admit- 
ted to the antepartum clinic of the 
Sloane Hospital for Women in New 
York City. 

The occurrence of nine cases of 
smallpox in the spring of 1947 in 
New York City, and the subsequent 
mass vaccination of an estimated 
80 per cent of the total population 
afforded an opportunity to evaluate 
the effects of smallpox vaccination 
on the outcome of pregnancy. Of 
893 pregnant women observed, 720 
were vaccinated and 173 were not 
vaccinated. 

Three per cent of all pregnancies 
resulted in congenital malforma- 
tions. The rates for women not vac- 
cinated and for those who had pri- 
mary reactions to vaccination were 
about equal and somewhat lower 
than the rates for women who did 
not have reaction, or who had an 
accelerated reaction. The incidence 
of stillbirths varied from 2.3 per 
cent among women with primary 
takes to 4.3 per cent among those 
with accelerated reactions. Differ- 
ences observed were not statistic- 
ally significant. 

The infant death rates varied 
from 0.6 per cent among the non- 
vaccinated to 1.7 per cent among 
those with primary takes, the dif- 
ferences again not being signifi- 
cant. 

Aniline dye poisoning 

Use of aniline dyes derived from 
coal tar to mark diapers or other 
clothing worn next to the skin may 
cause serious poisoning. Diapers 
must be boiled after they are 
stamped and thoroughly dried be- 
fore use in order to fix the dye and 
prevent its absorption. 

In the Journal of Pediatrics for 
May 1949, B. B. Kagan and his co- 
workers warned against the hazard 
of aniline intoxication in infants 
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from the use of diapers stamped 
with ink containing aniline dyes. 
To a group of 63 such cases with 
five deaths, Kagan and his group 
have added nine cases of dye in- 
toxication. More recently, one hos- 
pital reported a multiple-tragedy 
due to aniline poisoning. 

When absorbed in the body 
through the skin, aniline produces 
cyanosis through the conversion of 
hemoglobin, which carries oxygen, 
to methomoglobin, a nonoxygen 
carrying. pigment. Such conversion 
is slow and prolonged absorption 
of the dye is required to produce 
a significant effect. Infants, espe- 
cially premature infants, are par- 
ticularly susceptible to diminished 
supply of oxygen, and hence even 
slight degrees of methemoglobi- 
nemia may be serious. 

Prevention of such accidents is 
simple. If diapers are boiled after 
they are stamped and thoroughly 
dried before use, the dye becomes 
fixed and absorption does not oc- 
cur. The ideal method of preven- 
tion would be the use of nontoxic 
dyes, but unfortunately vegetable 
pigments, charcoal and silver ni- 
trate lack the permanence required 
for marking clothing in large insti- 
tutions. It is imperative that the 
chemical content of marking inks 
be examined for the presence of 
aniline and other toxic substances 
and the proper precautions taken. 


Antimalarial drugs 


At least a dozen chemical com- 
pounds, commercially obtainable 
or under large scale investigative 
use, are currently being recom- 
mended for the management of 
malaria. All of these, except quin- 
acrine, pamaquine and the cin- 
chona alkaloids, have been intro- 
duced during the past five to ten 
years. 

It now is accepted that the early 
development of sporozoite-induced 
malaria in man takes place in fixed 
tissue cells as has been demon- 
strated for Plasmodium vivax. It 
is further believed that the persis- 
tent fixed tissue forms, not yet 
actually demonstrated histologic- 
ally, are responsible for the re- 
peated relapse of P. vivax and P. 
malariae infections, but that such 
persistent forms do not occur in P. 
falciparum infections. 

In vivax and malaria, drugs 
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which are active only against the 
asexual erythrocytic parasites will 
stop acute attacks, or will suppress 
parasites and fever as long as ad- 
ministered, but will not prevent 
relapses. The actual relapse rates 
following such noncurative ther- 
apy will be determined by a va- 
riety of factors, including the strain 
of parasites,*intensity of exposure 
and status of host resistance. 

In Public Health Reports for 
June 10, 1949, Dr. W. Clark Cooper, 
a surgeon of the Public Health 
Service, summarizes the relative 
merits of the newer compounds 
which appear to be superior to 
either quinacrine or quinine. 

Acute attacks of malaria nearly 
always will be stopped by quinine, 
quinacrine, chloroquine, and chlor- 
guanide when given in adequate 
dosage. Chloroquine is superior in 
inmost respects and is currently re- 
garded as the drug of choice for 
routine treatment. 

When administered in properly 
spaced doses, the aforementioned 
drugs will usually keep malaria 
latent under conditions of expo- 
sure or following therapy of an 
acute attack. Chloroquine in week- 
ly dosage has proved to be a satis- 
factory - suppressant, but further 
comparative trials are needed to 
determine the relative merits of 
chloroquine, chlorguanide and the 
less well-known 4-aminoquino- 
lines. 

In relapsing vivax malaria, con- 
current treatment with quinine and 
an 8-aminoquinoline, such as pam- 
aquine, pentaquine or isopenta- 
quine, offers the best chance of 
radical cure. Pentaquine and iso- 
pentaquine afford greater margins 
of safety between effective and 
toxic dosages. These studies were 
conducted in the National Institutes 
of Health, Bethesda, Md. 


Quick diabetes test 


A machine that performs a blood 
test for sugar recently was intro- 
duced at the annual meeting of the 
American Medical Association. This 
new diagnostic device is based up- 
on a simple, inexpensive test for 
the detection of diabetes. It was 
developed by Dr. Hugh L. C. Wil- 
kerson of the Public Health Serv- 
ice and reported in Science News 
Letter for June 18, 1949. 

The test is made with a few 


drops of blood taken from the fin- 
ger. Pills of various chemicals are 
added to the blood in a small tube, 
and the tube and contents are 
heated. Development of a blue col- 
or tells whether a person’s blood 
contains so much sugar that he 
might have diabetes. 

Automatically and in less than 
30 seconds, the machine completes 
its test. Blood from six persons can 
be tested simultaneously. As the 
tubes revolve, the chemical pills 
drop in, heat is applied and the 
tubes finally pass through the path 
of a photoelectric cell. If the blue 
color has developed, the cell sig- 
nals this fact either by a bell or a 
light. Finding diabetics so that they 
can receive treatment early is the 
objective of the American Diabetes 
Association. 


General practice residency 


The revised “Essentials of Ap- 
proved Residencies and Fellow- 
ships” of the American Medical 
Association include for the first 
time a residency specifically de- 
signed for physicians who intend 
to enter general practice. This is 
a departure from the previous re- 
quirements for hospitals approved 
for intern training, for resident 
training and about 70 hospitals 
(which were unable to meet the 
requirements for training interns) 
for general residency training only. 

Under the revised requirements, 
a hospital seeking approval for 
residency training in general prac- 
tice, must meet the same standards 
as a hospital offering a residency 
training in a specialty. Training 
programs of this type already have 
been developed in some teaching 
hospitals. One of the federal serv- 
ices also has set up a residency at 
several of its larger training cen- 
ters in conformity with the new 
classification and already has be- 
gun to train physicians in this field. 

In establishing the residency in 
general practice, the Council on 
Medical Education in Hospitals 
recognized the demand_ for addi- 
tional training at the graduate level 
by physicians who do not intend to 
limit their work to a specialty. Of 
necessity, these men sought ap- 
pointments to residencies in the 
specialty fields, although many 
might well have been attracted to 
a broader type of training had 
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more adequate facilities been avail- 
able. 

The residency for general prac- 
tice provides supervised training 
in the major clinical divisions of 
internal medicine, surgery, obstet- 
rics-gynecology and pediatrics, as 
well as in the auxiliary services of 
anesthesiology, pathology and ra- 
diology. The program has not been 
developed with the thought that 
one or another of the specialty 
boards will accept it as meeting in 
part its training requirements. 


Such action would defeat the pur- 
pose of this residency, which is to 
encourage more young physicians 
to enter general practice. 

The council believes that this 
may be accomplished in part by 
providing facilities for training 
which will give the young family 
doctor the assurance that he can 
meet professional demands. 


Infant mortality 


One of the outstanding public 
health achievements of the twen- 
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tieth century is the reduction in 
infant mortality. The rate dropped 
from 99.9 infant deaths per 1,000 
live births in 1915 to 33.8 in 1946. 
(The birth registration area in 1915 
included 10 states and the District 
of Columbia.) Simultaneously, the 
number of hospital births has in- 
creased from approximately 25 per 
cent to 79 per cent. 

The relationship between infant 
mortality and four socio-economic 
factors was the subject of a recent 
study by the Public Health Serv- 
ice. Results, published in Public 
Health Reports, last spring are 
based on data from 973 cities of 
10,000 or more population. 

It is acknowledged that many 
factors in addition to those used in 
this analysis affect maternity care 
and infant mortality. Nevertheless, 
hospitalization at delivery, with the 
high quality of infant and maternal 
care it provides, appears to be im- 
portant in preventing infant deaths 
in this country. 

Socio-economic factors evalu- 
ated are: (1) Racial composition in 
terms of the percentage of white 
persons, (2) per capita income lev- 
el of the population, (3) size of 
the community according to actual 
population in 1940, and (4) utiliza- 
tion of medical facilities as shown 
by the percentage of births which 
are attended by a physician in a 
hospital. 

The relationship between infant 
mortality and percentage of births 
hospitalized is independent of ra- 
cial composition, per capita income 
and size of community. The corre- 
lation between infant mortality 
and each of the other three factors 
becomes negligible when the effect 
of hospitalization is removed. The 
inverse relationship with size of 
city disappears completely with 
standardization. 

The striking correlation between 
low infant mortality and a high 
percentage of hospital births does 
not necessarily indicate a causal 
relationship. It is not hospitaliza- 
tion in the narrow sense of the 
word that saves many infant lives, 
but the concomitant circumstances 
—such as an aseptic environment, 
the availability of skilled care and 
of facilities for dealing with emer- 
gencies, and the better prenatal 
care usually associated with hos- 
pitalization. 
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The assembly’s report on health 


care in the United States 


AMERICA’S HEALTH, A REPORT TO THE 
Nation. The National Health As- 
sembly. 395 pp. New York City: 
Harper. 1949. $4.50. 

OSPITAL ADMINISTRATORS have 


been reading about the de- 
liberations of the National Health 
Assembly since it convened in May 
1948. Now the complete text of the 
final reports of each of the 14 sec- 
tions of the assembly is available 
in book form. This book is an offi- 
cial assembly report not to be con- 
fused with Federal Security Ad- 
ministrator Oscar R. Ewing’s “The 
Nation’s Health,” which proposed 
acompulsory health insurance pro- 
gram. 

Each of the section reports is of 
interest and use to hospital per- 
sonnel, especially the section on 
hospital facilities, health centers 
and diagnostic clinics. Other sec- 
tions discuss chronic diseases and 
the aging process, a national pro- 
gram for rural health, physical 
medicine and rehabilitation and a 
national program for mental health. 

Many conclusions and recom- 
mendations are set down in this 
report as means of achieving the 
ultimate aim of adequate health 
care for all persons without re- 
gard to race, creed, color or eco- 
nomic circumstance. Of greatest 
Significance, the assembly sections 
recommend that: 

1. The Hospital Survey and Con- 
struction Act be continued and ex- 
tended. 

2. Provision be made for federal 
aid for training medical personnel 
to assure the nation of an adequate 
supply of doctors and nurses. 

3. The nation be given complete 
coverage with fulltime local health 
units as a joint responsibility of 
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the local, state and federal govern- 
ments. 

4. An effective program be con- 
ducted for the prevention of chron- 
ic illness at all ages, including 
planned convalescence and rapid 
rehabilitation for those who have 
been stricken with chronic illness. 

5. The maternal and child health 
program be expanded. 

6. Special consideration be given 
to the type of training needed for 
general practitioners in rural areas. 

7. Every effort be made to ex- 
tend voluntary prepayment plans 
to all rural people through the 


most suitable methods for achiev- 


ing full coverage. 

8. Research be supported by 
nongovernmental funds as much 
as possible, even though federal 
help will be necessary. 

9. The principle of contributory 
health insurance be the basic meth- 
od of financing medical care for a 
large majority of the American 
people. 

10. Voluntary prepayment group 
health insurance plans, as the best 
available means at this time of 
bringing about improved distribu- 
tion of medical care, be encour- 
aged. 

11. State and community plan- 
ning for health be centered on 
regional, state and local meetings 
along the lines of the National 
Health Assembly. 





Inquiries about books reviewed in 
the Literature department should be 
addressed to the American Hospital 
Association Library — Asa S. Bacon 
Memorial, 18 E. Division Street, Chi- 
cago 10. The department is edited by 
Helen V. Pruitt, librarian. 





12. A program of federal assist- 
ance through grants-in-aid be ex- 
tended for rehabilitation of the 
mentally and physically handi- 
capped. 

13. The national mental health 
program be extended. 

At the request of the President, 
the proposal to hold the assembly 
was put before an executive com- 
mittee, consisting of 38 members, 
including professional and public 
representatives. Before the assem- 
bly convened, key people in each 
of the fields represented were 
invited to be members of the plan- 
ning committee to prepare ground- 
work for the discussions in each 
section. About 800 representatives 
of professional organizations and 
public and private agencies at- 
tended the four-day session. 

For the section on hospitals, the 
following were members of the 
planning committee: Charles F. 
Wilinsky, M.D., executive director, 
Beth Israel Hospital, Boston; Ar- 
thur C. Bachmeyer, M.D., medical 
director, University of Chicago 
Clinics; George Bugbee, executive 
director, American Hospital Asso- 
ciation; Msgr. Maurice F. Griffin, 
president, Catholic Hospital Asso- 
ciation; Katherine Hardwick, di- 
rector, School of Social Work, 
Simmons College; Malcolm T. Mac- 
Eachern, M.D., associate director, 
American College of Surgeons; 
Rev. John G. Martin, superintend- 
ent, Hospital of St. Barnabas, New- 
ark, N.J. 

Many of the conclusions reached 
by the members of this section 
parallel recommendations of the 
three-point program of the Ameri- 
can Hospital Association. Authori- 
ties in the hospital field, as well as 
authorities in other sections of the 
assembly, appraised present facili- 
ties and reviewed plans for at- 
taining definite objectives during 
the next 10-year period.—H.V.P. 


Disability problems 


NEw HOoPE FOR THE HANDICAPPED. 
Howard A. Rusk, M.D., and Eugene 
J. Taylor. 231 pp. New York City: 
Harper. 1949. $3. 

In this important addition to re- 
habilitation literature, the authors 
define rehabilitation as getting the 
patient from the bed to his job, 
and their book is replete with ex- 
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amples of seemingly hopeless cases 
who have overcome blindness, tu- 
berculosis and amputations to be- 
come economic and social assets in 
their communities. Full credit is 
given to the numerous rehabilita- 
tive agencies and institutions which 
now are functioning to aid the 
handicapped in their struggle for 
normal life. 

Until recently, the focus of pub- 
lic attention has been on the war 
casualties and rehabilitation of 
veterans, and only these groups 
have benefited from comprehen- 
sive rehabilitation programs. This 
book emphasizes and recognizes 
the needs of our disabled civilians. 

The authors succeed in giving 
the reader an awareness of the 
magnitude of the problem of dis- 
ability. When we realize that one 
person in seven of the male work- 
ing population requires physical 
or vocational rehabilitation and 
that, with an aging population, in- 
capacitating chronic diseases will 
take an even greater toll, we ap- 
preciate the urgency to improve 
and enlarge our rehabilitative fa- 
cilities as soon as possible. 

Throughout the book the authors 
emphasize the ability (that which 
is left to the individual) rather 
than the disability (that which is 
lost), and illustrate that in spite of 
a handicapped person’s restrictions, 
his remaining abilities can equip 
him for a productive and satisfy- 
ing future. 

Although not written to be in- 
spirational, a book of this kind 
nevertheless gives the reader new 
courage. It should be required 
reading for all doctors and hospi- 
tal personnel who think that dis- 
charge from the hospital completes 
a patient’s recovery. 

Bernard M. Baruch has prepared 
a short foreword; a useful index is 
appended.—H.T.Y. 


Ambulance problems 


EMERGENCY AMBULANCE AND HospI- 
TAL SERVICE. Report prepared and 
published by the American Muni- 
cipal Association, Chicago. 17 pp. 
1949. Mimeographed. 

As one of its services to cities, 
the American Municipal Associa- 
tion presents this report which is 
a review of present practices in 46 
cities of over 100,000 population. 
It includes a brief summary of the 
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most pertinent arguments for and 
against various practices in ambu- 
lance service. “The findings and 
conclusions are not tailor-made for 
any particular city but may sug- 
gest better ways of handling spe- 
cific phases of the work.” 

The Los Angeles City Bureau of 
Budget and Efficiency made the 
original tabulations and submitted 
the summary report. Eight tables 
concentrate the information ob- 
tained from the questionnaire and 
show: Responsibility for main- 
taining and operating emergency 
ambulance service; agencies re- 
sponsible for dispatching emer- 
gency ambulances; the composi- 
tion of ambulance crews; number 
of ambulances in ratio to the popu- 
lation and the square miles per 
ambulance; charges for emergency 
ambulance service. 

Tabular information also is in- 
cluded for the extent and type of 
public hospital supplying emer- 
gency hospital service. 

The text of the Dallas, Texas, 
contract for emergency ambulance 
service is reproduced in the ap- 
pendix. 


Birth record policy 


THE CONFIDENTIAL NATURE OF BIRTH 
ReEcorps; a Policy Recommended by 
the Council on Vital Records and 
Statistics of the American Associa- 
tion of Registration Executives and 
Endorsed by the Children’s Bureau 
and National Office of Vital Sta- 
tistics, Federal Security Agency. 10 
pp. 1949. 

The main purpose of this state- 
ment is to point out the need for 
a nationwide policy on the confi- 
dential nature of birth records so 
as to: 

1. Assure the confidential na- 

ture of the records. 

2. Improve the completeness 

of accuracy of information 

given. 

3. Enable the individual to se- 

cure the essential facts of his 

birth or family relationship. 

4. Assist public agencies to se- 

cure personal information re- 

quired in the administration of 
their programs. 

The material is presented in out- 
line form, the policy printed on the 
left hand side of the page and the 
justification on the right. 

Several urgent and unresolved 
problems are still under investiga- 


tion and any solutions offered and 
affirmed will be included as amend- 
ments in a revised edition. 


Care of prematures 


THE PREMATURE INFANT; MEDICAL AND 
NoursInc Care. Julius H. Hess, M.D., 
and Evelyn C. Lundeen, R.N. Sec- 
ond edition. Philadelphia: Lippin- 
cott. 381 pp. 1949. 

Significant changes in the care 


of the premature infant have been 
made since the publication of the 
first edition of this text in 1941. 
The authors are on the staff of the 
Michael Reese Hospital in Chicago, 
Dr. Hess being the senior attend- 
ing pediatrician and Miss Lundeen 
supervisor of the premature infant 
station. 

Portions of the book of direct 
interest to hospital administrative 
personnel are those discussing min- 
imum requirements for the pre- 
mature infant station, incubators, 
routine of the station and routine 
procedures. A larger portion of the 
text is concerned with the actual 
medical and concomitant nursing 
care. One chapter offers a suggest- 
ed teaching outline for classes on 
nursing of premature infants. 

Citywide and statewide plans 
for care of premature infants are 
described in detail in the closing 
chapter. 

Supplementary materials include 
suitable record forms, graphic rec- 
ord charts, feeding requirements 
and orders, temperature chart for 
heated bed. 


Aseptic technique 


ASEPTIC TECHNIQUE IN COMMUNICABLE 
DISEASES AS USED ON THE ISOLATION 
SERVICE OF THE STATE UNIVERSITY 
oF Iowa Hospirats. Prepared by 
Pauline Campbell, R.N., supervisor, 
Betty Becker, R.N., assistant super- 
visor, and M. E. Barnes, M.D., of 
the Department of Hygiene and 
Preventive Medicine. 14 pp. Mime- 
ographed. 

This is an outline of nursing pro- 
cedures involved in the use of 
aseptic technique for the isolation 
of patients in a communicable dis- 
ease department of a hospital. The 
techniques are well outlined and 
the procedures sound. It should 
serve as a useful guide for the 
nursing service. Hospitals might 
wish to review the report prelim- 
inary to revising an existing pro- 
cedure manual. 
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Testing procedure for grading 


qualities of floor waxes 


HENRY A. LARSON 


LOOR WAXES can simplify main- 

tenance problems or can make 
the hospital housekeeper a virtual 
slave to floor cleaning, constant 
rewaxing or floor repairing. Un- 
fortunately, many housekeepers— 
like many hospital purchasing 
agents—are not able to judge floor 
waxes easily. 

A wax testing program, easy to 
conduct and rewarding from main- 
tenance and cost viewpoints, is the 
sound answer to quality evalu- 
tion. Test records can provide a 
ready answer for the maintenance 
department that desires efficient 
floor coating. 

Most hospitals cannot afford to 
run expensive testing programs or 
to use the testing techniques of 
leading laboratories. All hospitals 
or institutions, however, can use 
the test followed by Healthwin 
Hospital at South Bend, Ind., and 
carried on jointly by its house- 
keeper and the purchasing agent. 
Our test has two distinct parts. 
The first is conducted by the pur- 
chasing agent and consists of the 
following steps: 

1. Determining whether the 
product is approved by the Floor 
Manufacturers’ Association for use 
on asphalt and rubber tile. 

2. Applying a coat of wax to 
be tested to a strip of Durez, a 
specially prepared paper with a 
surface comparable to that of new 
floors. 

3. Periodically immersing the 
test strip in water. 

4. Determining hardness of the 
surface by scratching with a fine- 
Pointed object such as a newly 
sharpened pencil. 


——— 


at. Larson is business manager of the 
ealthwin Hospital, South Bend, Indiana. 
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This part of the test is designed 
to eliminate the obviously inade- 
quate products early in the game. 
Step one is very important because 
there are many waxes on the mar- 
ket which are harmful to asphalt 
and rubber tile floors. Products 
advertised as quick-acting or as 
performing a combined cleaning, 
polishing and protecting operation 
may be harmful and provide only 
a temporary gloss. These products 
may cause colors to bleed over 
into adjoining tile and to become 
pitted. Pitting causes dirt to get 
into the pores and makes the 
cleaning and rehabilitation of that 
floor almost impossible. It is for 
this reason that the Floor Manu- 
facturers’ Association* prepares an 
approved list. In the same line of 
checking, it is naturally helpful to 
know if the product has the Under- 


*1013 Flower Avenue, Takoma Park, 
Washington 12, D. C. 


writer Laboratories’ full approval. 

Step two is primarily a fore- 
runner of the remaining steps of 
this part of the test. Specially pre- 
pared testing sheets have become 
well accepted by the industry 
because results of wax applications 
on this paper are similar to tests 
results on floors. The person apply- 
ing the wax should be certain to 
coat only the thickness desired 
when applying the wax to the 
floors. This step will give an idea 
of the hardness of the surface and 
the gloss that the finished floors 
may be expected to have. 

In step three the coated test 
strip should be dipped into water 
several times and records kept of 
the results of its exposure to 
water. All floors must be wet 
mopped regularly and the coat of 
wax must withstand the water 
and maintain its finish for a cer- 
tain length of time or it is not 
economically useable. At Health- 
win Hospital we like to dip that 
strip into water at least 10 times 
—for a few minutes each time— 
and observe and record the reac- 
tion of the water on the wax. A 
poor wax will begin to show a 
yellow stain after a few dippings. 

Step four determines the hard- 
ness of the coat of wax. Here the 
strip of test paper should be 
marked with a sharp item as a 
newly sharpened pencil. If the 
product is good, the wax will 
merely peel off the immediate area 
affected by the course of the pencil. 
If it is of poor quality, the wax 


EACH RECORD card bears the important facts about a wax product and the results obtained 
from the wax tests. A summary comment enables the purchaser to compare available products. 
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another big Duraclay installation! 


JOHNSON COUNTY MEMORIAL HOSPITAL 
FRANKLIN, INDIANA 


Yes, it’s Duraclay again ... here in Johnson County 
Memorial Hospital as in so many leading institutions 
all over the country. 

And for so many good reasons! Among them: Dura- 
clay cleans with the swish of a damp cloth. It is com- 
pletely immune to thermal shock—won’t crack or craze 
despite extreme changes in water temperature. Strong 
acids? No, they won’t harm Duraclay, either. But, most 
important, neither will ##me—Duraclay retains its bright, 
clean sparkle through years of constant usage. 


At right, diet kitchen sinks of Crane Duraclay; below, 
Duraclay scrub-up sinks, all on duty in the Johnson County 
Memorial Hospital. 


Duraclay exceeds the rigid tests imposed on 
earthenware (vitreous glazed) by Simplified Practice 
Recommendation R-106-41 of The National Bureau of 
Standards. 


CRANE 


CRANE CO., GENERAL OFFICES: 
836 S. MICHIGAN AVE., CHICAGO 5, ILLINOIS 
PLUMBING AND HEATING + VALVES «+ FITTINGS + PIPE 


You'll want Crane Duraclay in every department 
where long, hard service is required of plumbing fix- 
tures. And you can have Duraclay, too—it comes ina 
complete line of hospital sinks and baths. 

Make your selections through your nearby Crane 
Branch, Crane Wholesaler, or your local plumbing con- 
tractor. And be sure to write for your Crane Hospital 
Catalog. 





Left and below: Besides the 
full line of Duraclay items, 
Crane supplies such hospital 
necessities as the drinking 
fountain, lavatory, and medi- 
cine sink pictured here. In 
fact every last requirement 
in hospital plumbing—how- 
ever specialized—is part of 
the broad Crane line. 


NATION-WIDE SERVICE THROUGH BRANCHES, WHOLESALERS, PLUMBING AND HEATING CONTRACTORS 
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will chip off along the path of the 
mark. This will give a good 
demonstration of the way the wax 
will withstand traffic. It is possible 
to use a piece of glass instead of 
specially prepared Durez paper. 

The second section of the test, 
which likewise can be applied to 
waxes by all hospitals no matter 
how large or small, should be 
conducted under the direct super- 
vision of the housekeeper. This is 
important for several reasons. 
First, it is the responsibility of 
the housekeeper to maintain the 
floors properly and effectively. 
Second, the housekeeping depart- 
ment knows best when it comes 
to conducting practical ‘‘house- 
hold” tests. Third, greater uni- 
formity can be obtained in the 
testing procedure since the same 
individuals who perform the test- 
ing do the actual waxing and 
maintaining of the floors. This 
feature is especially important be- 
cause it assures all wax salesmen 
and their companies fair treatment. 

The testers have to watch for 
certain things while examining 
waxes. The important questions to 
be answered are: 

1. How much area will the wax 
cover? 

2. How many times can the 
surface be wet mopped between 
waxings? 

3. Does the wax result in a hard, 
smooth surface? 

4. Is the surface used in testing 
typical of the floor surfaces in 
the hospital? 

It is essential to determine the 
area that a gallon of floor wax will 
cover. It is here that the approxi- 
mate cost of wax can be computed. 
Almost all wax manufacturers con- 
sider a fair coverage to be 2,500 
square feet per gallon. If a gallon 
of wax is applied evenly and in 
the proper consistency but does 
not cever at least 2,500 square feet, 
it is probably too expensive for 
hospital use. 

The second essential considera- 
tion is the number of times that a 
waxed surface can be wet mopped 
and buffed before it will be neces- 
Sary to refinish the surface. For 
our purposes at Healthwin Hospi- 
tal we set a “wearing power” of 
two weeks as an absolute mini- 
mun. With the number of quality 
Waxes available on the market 
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The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- 
tion. 





today, however, we have been able 
to maintain a requirement of three 
weeks’ wearing quality. This in- 
cludes daily care such as wet and 
dry mopping and buffing with the 
floor machine. 

It is necessary to have a hard, 
smooth surface on the finished 
floor. Many floors—even after they 
have been freshly waxed—have 
unsightly scuff marks. This gen- 
erally is due to the presence of 
too much solid content and too 
little No. 1 yellow carnaba in the 


’ wax. Government standards usu- 


ally specify a solid content rang- 
ing between 15 and 18 per cent 
with a carnaba content of about 
70 per cent of the solid content. 
To get maximum service from the 
flooring, it is essential that the 
surface be hard and resistant to 
scuffing and marring; for morale 
it always helps to have gleaming 
floors and thus a wax which will 
give a glossy finish is preferable. 


FINAL CONSIDERATIONS 


The final factor to be considered 
in the testing program is the loca- 
tion of the area to be used for the 
testing itself. The area should be 
large enough to allow proper 
determination of coverage. It 
should be an area that receives 
heavy traffic so that durability of 
the wax product can be deter- 
mined fairly. Finally, the areas 
used for testing should be typical 
of the floor areas in general use 
to insure controlled factors of 
space and wear. For this purpose 
we use the hospital main dining 
room. 

A testing program, to be com- 
pletely effective and to establish 
cost and quality standards, must 
include adequate records. It is only 
through the use of proper records 
that results can be compared and 
a selection made. 

A separate record card should 
be kept for each brand of wax. 
This card should be five by eight 
inches and should provide space 


for the following pertinent facts: 

1. Name of product. 

2. Name of company and ad- 
dress. 

3. Price per gallon. 

4. Number assigned product for 
duration of test. 

5. Amount of space covered per 
gallon. 

6. Per cent of solid content. 

7. Per cent of carnaba content. 

8. Number of times subjected 
to water before staining. 

9. Number of wet moppings. 

10. Number of buffings. 

11. Length of time the wax 
wears without replacing. 

12. Comments. 

The information is self explana- 
tory and provides a ready refer- 
ence for use in conferences with 
each salesman, thus keeping the 
purchasing of wax on a factual 
basis. 

The second record which should 
be kept is a graph type. This per- 
mits the purchasing agent to chart 
the data for all waxes on one 
record and thus gives a composite 
picture of the results. Such a chart 
should be prepared from one series 
of cards, preferably five by eight 
inches, showing results of each 
segment of the test. 

Purchasers should keep in mind 
that the various concerns that have 
submitted samples for testing are 
entitled to know the results. This 
can best be done by written re- 
ports, including the complete graph 
using symbols instead of company 
or product names. 

Healthwin Hospital has found 
this method acceptable to all con- 
cerns and has found that systematic 
testing contributes to economy and 
efficiency in the hospital. 

Since factual reports must be 
weighed and interpreted, the hos- 
pital housekeeper should assist in 
making the final decision. Practical 
considerations such as the- ease 
with which the wax may be ap- 
plied, its reactions to hot or cold 
weather, the extent to which it 
may “color” floor surfaces or pro- 
tect floors which have developed 
surface defects, or the quantities 
in which the wax may be conven- 
iently stored are important. 

Likewise, it will be profitable 
after one kind of wax has been 
used for several months, to submit 
it once again to the original test 
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ENGINEERING and MAINTENANCE 


Operating room photography 

While much is being done to 
teach people the precautions to 
prevent explosions of anesthesia 
gases in the surgery, it is evident 
that efforts must be _ intensified. 
Hospital administrators and engi- 
neers spend considerable time se- 
lecting flooring for the surgery and 
they invest substantial sums for 
rewiring electrical systems with 
explosion-proof fittings. Then their 
work is nullified because some em- 
ployees have not been made aware 
of explosion hazards. 

This shortcoming was aptly il- 
lustrated recently in a photograph 
that was reproduced in a metro- 
politan daily newspaper. A series 
of pictures was presented to show 
the excellent work being done in 
medical photography. 

The series, quite unintentionally, 
also revealed a dangerous practice. 
One picture showed the photog- 
rapher in action, using two or- 
dinary domestic flood light stands. 
The hazard involved in the use of 
this equipment was greatly in- 
creased by the use of ordinary snap 
switches inserted in the lamp cord 
on a level with the patient’s head 
and therefore so close to a possible 
leak of explosive mixture that the 
spark within the switch could have 
readily set off an explosion under 
favorable conditions. 

Medical photography, of course, 
must be carried into the surgery 
and likewise will be more expen- 
sive if lighting equipment is to be 
made safe in explosive atmos- 
phere. But if the need for precau- 
tions is to be recognized at all, 
partial protection involves nothing 
but a waste of money. Every indi- 
vidual must be educated to recog- 
nize the hazard. 


Maintenance aides 

Two new pamphlets and a mag- 
azine article offer especially useful 
information for hospital engineers. 
Fly ash nuisance is frequently a 
vexing problem. A very practical 
solution to this difficulty is out- 
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lined in an article, “What Can a 
Small Plant Do About Fly Ash,” 
in the June issue of National Engi- 
neer. Carl E. Miller is the author. 

The author discusses low-draft- 
loss and high-draft-loss fly ash 
collectors. He talks in terms of 
boilers developing from 100 to 
1,000 h.p. 

Hospitals using asphalt tile 
floors will be interested in a new 
booklet available froni the Asphalt 
Tile Institute, 101 Park Avenue, 
New York 17. This pamphlet con- 
tains many ideas for promoting a 
longer useful life for asphalt tile 
floorings. 

The other pamphlet, ‘The Care 
and Cleaning of Marble,” is pub- 
lished by the Marble Institute of 
America, Inc., 108 Forster Avenue, 
Mount Vernon, N. Y. Copies may 
be had by addressing the man- 
aging director of the institute, 
Romer Shawhan, R.A. 

This is perhaps the first time 
that such information has been as- 
sembled in a complete booklet. 
Complete instructions are given 
for the cleaning of exterior and in- 
terior marble. A second section de- 
scribed, with picture illustrations, 
proper cleaning by the poultice 
method. Another section gives in- 
structions for the removal of or- 
ganic, metallic and oil stains. 

Directions for preparing javelle 
water and hydrogen peroxide 
bleach and a list of marble clean- 
ing precautions complete the dis- 
cussion. : 

Some of the precautions are es- 
pecially important: 

1. Never use an acid for clean- 
ing. It will destroy polish and 
eventually results in a “burn”, 
discoloration and disintegration. 

2. Scouring bricks and _ harsh 
abrasives will destroy polish and 
mar smooth finishes. 

3. Do not use bar, power or li- 
quid soaps, lye or caustic cleaners 
on marble. They form insoluble 
deposits which accumulate on the 





Further information about materials re- 
ferred to in these columns may be had by 
writing to: HOSPITALS, Editorial Depart- 
ment, 18 E. Division Street, Chicago 10. 





surface, often becoming a slip haz- 
ard when wet. 

4. Oily sweeping compounds 
may discolor light colored marbles. 

5. Do not try to clean with dirty 
water. 

6. Discoloration of light colored 
marbles may result from the con- 
tinued use of ammonia in clean- 
ing. 

7. Quick action “lighting” 
cleaners are likely to be acid in 
their action, sacrificing the life and 
finish of the marble for immediate 
results. 

Fire responsibility 

Many house organs and other 
reports being sent to this depart- 
ment indicate the seriousness with 
which hospitals are recognizing 
their responsibility for fire pre- 
vention. 

One of the major local efforts has 
been undertaken by the Kansas 
City Area Hospital Council; it is 
working with a representative of 
the Missouri Fire Prevention As- 
sociation in a comprehensive pro- 
gram of fire prevention and edu- 
cation. One of the projects in the 
campaign is the development of a 
model evacuation program which 
will be applicable to all hospitals 
in the area—with necessary in- 
dividual adaptations, of course. 

Menorah Hospital of Kansas City 
has announced in its program a 
campaign and the organization of 
a fire prevention committee of 
which the chief engineer is chair- 
man. Other members of the com- 
mittee are the executive house- 
keeper, assistant director of nurses, 
administrative assistant. 

The Shadyside (Pittsburgh, Pa.) 
Reporter and the People’s Hospi- 
tal (Akron, Ohio) Voice are among 
the house organs that have promi- 
nently displayed instructions to 
employees on their conduct in case 
of fire. 

All hospitals interested in assess- 
ing their vulnerability in the event 
of fire will be interested in the 
check list that is being developed 
by the National Board of Fire Un- 
derwriters for use in the survey 
to be undertaken jointly with the 
American Hospital Association and 
other interested groups. It will pro- 
vide a much more thorough ap- 
proach to self analysis than the 
old list.—R.H. 
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Dr. Martin F. HEIDGEN became 
director of the Tucson (Ariz.) Med- 
ical Center on July 8. Dr. Heidgen, 
who succeeded CLYDE W. Fox, was 
the superintendent of the Memorial 
Hospital of Du Page County at 
Elmhurst, Ill. He is a member of 
the American College of Hospital 
Administrators, a member of the 
American Hospital Association and 
a fellow of the American Medical 
Association. 





I. ELLIS BEHRMAN, director of 
Beth Israel Hospital at Newark, 
N.J., has been awarded an honor- 
ary doctor’s degree in engineering 
by the Newark College of Engi- 
neering. Mr. Behrman is a member 
of the American College of Hospi- 
tal Administrators and the Ameri- 
can Hospital Association. He also 
is a member of the Association’s 
Council on Hospital Planning and 
Plant Operation. 





FRANK G. SHEFFLER has been ap- 
pointed administrator of the Reid 
Memorial Hospital, Richmond, Ind. 
Mr. Sheffler resigned several 
months ago as administrator of the 
Union Hospital at Terre Haute, Ind. 
He is a member of the American 
College of Hospital Administrators 
and a past president of the Indiana 
Hospital Association. 

FRANK R. Briacs, formerly exec- 
utive director of the community 
chest of Terre Haute and director 
of public relations at Indiana State 
Teachers College, succeded Mr. 
Scheffler as administrator of the 
Union Hospital. 





ROSALIE BEAMS, R.N., has been 
appointed director of the school of 
nursing and nursing service at 
Rhode Island Hospital, Providence. 
She received her master’s degree 
in nursing administration from 
New York University last June. 
Miss Beams was superintendent of 
the Millard Fillmore Hospital, Buf- 
falo, N.Y., from 1939 until she en- 
tered the Army Nurse Corps in 
1942. During her last year of serv- 
ice, 1945, she was chief nurse of 
the 348th station hospital. 


uw sopnnaencenevaneeneavesnezuaanneeceuanuenanntn 


ELISE BIECHLER JR., administra- 
tor of Westlake Hospital, Melrose 
Park, Ill., resigned effective July 
7. Miss Beichler, administrator of 
the hospital for three years, is a 
member of the faculty of North- 
western University’s course in hos- 
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pital administration. She is a mem- 
ber of the American Hospital 
Association and a nominee of the 
American College of Hospital Ad- 
ministrators. 





ELSIE R. HLAVA, assistant admin- 
istrator at Westlake Hospital, was 
appointed administrator. 





THOMAS E. CARDEN has been ap- 
pointed director of the Monticello 
(N. Y.) Hospital. Mr. Carden was 
administrator of the Cooper Hos- 
pital at Camden, N. J., but resigned 
a year ago because of ill health. 





Mary A. JACKSON has been ap- 
pointed director of nursing educa- 
tion at St .Luke’s Hospital, Boise, 
Idaho. Miss Jackson was on the 
teaching staff at the University of 
Oregon School of Nursing for the 
past year. She succeeds Mrs. 
ESTHER DEPARTEE. 





FRANK E. WING, executive direc- 
tor of the New England Medical 
Center at Boston, was awarded an 
honorary degree of master of arts 
at commencement exercises of 
Tufts College, June 19. Mr. Wing 
was honored for his work in social 
service and hospital administration 
and his work in developing the 
New England Medical Center. 

Mr. Wing, an active member of 
state and civic health organiza- 
tions, is a fellow of the American 
College of Hospital Administra- 
tors and a life member of the 
American Hospital Association. He 
is also a past president of the 
Masssachusetts Hospital Associa- 
tion. 





HowarRD ANTHONY has been ap- 
pointed administrator of the hos- 
pital now being completed at 
Uvalde, Texas. Mr. Anthony has 
been administrator of the Seaside 
Hospital at Long Beach, Calif., and 
recently reorganized a hospital in 
San Salvador. For four years he 
was a hospital consultant for the 
Senate Appropriations Committee 


making surveys of costs of veterans 
hospitals, Public Health Service 
hospitals and Indian Service hos- 
pitals. 





WADE CAMERON JOHNSON has 
been appointed assistant to Guy J. 
Clark, executive secretary of the 
Cleveland Hospital Council, effec- 
tive July 1. Mr. Johnson recently 
received his master’s degree from 
Northwestern University after 
completing a year of administrative 
residency at the University of Iowa 
Hospitals at Iowa City. 





DorotHy E. CLARK, R.N., for- 
merly director of nursing at the 
New Jersey State Hospital at 
Greystone Park, has been ap- 
pointed nursing consultant of the 
Committee on Psychiatric Nursing 
of the American Psychiatric Asso- 
ciation. Miss Clark, a member of 
the American Hospital Association, 
succeeds Mrs. LELA S. ANDERSON. 


DEForREST T. WHIPPLE became 
administrator of Columbia Me- 
morial Hospital, August 1. Mr. 
Whipple received his master’s de- 
gree in hospital administration 
from Columbia University ‘in 1947 
and was a postgraduate fellow in 
hospital administration at Strong 
Memorial Hospital Rochester, 
NS YY. 





Dr. HOWARD LEVINE has been 
appointed director of medical edu- 
cation of the New Britain (Conn.) 
General Hospital. The position 
was created to integrate the various 
educational activities of the hospi- 
tal and increase the effectiveness 
of the teaching program. ROBERT 
C. KNIFFEN is managing director 
of the New Britain Hospital. 





PHILIP Houtz has been named 
executive director and secretary 
of the board of trustees of the Na- 
tional Jewish Hospital at Denver. 


FTTH 


CorRRINE L. VOIGHT, R.N., has 
been appointed superintendent of 
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Hand Memorial Hospital at Shen- 
andoah, Iowa. Miss Voight, a mem- 
ber of the American Hospital As- 
sociation, was superintendent of 
the Chadron (Neb.) Municipal 
Hospital. She succeeds ELIZABETH 
MorGan who resigned as superin- 
tendent but will remain on the 
hospital staff. 





The Veterans Administration has 
announced appointments of new 
managers in hospitals throughout 
the country. 

Dr. JOHN F. BRESNAHAN, former- 
ly manager of the Veterans Ad- 
ministration Hospital at Wichita, 
Kans., was named manager of the 
hospital at Fayetteville, Ark. He 
replaces Dr. FRANK N. GORDON 
who retired. 

Dr. GEORGE S. LITTELL, manager 
of the hospital at Amarillo, Texas, 
replaced Dr. Bresnahan at Wichita. 

Dr. Louis V. J. LOPEZ, previ- 
ously chief -of professional services 
at the administration hospital at 
Fort Lyon, Colo., is the new man- 
ager of the Fort Meade (S.D.) 
hospital. He succeeds DR. HAROLD 
E. FosTER, who died in April. 

Dr. Masor W. GASPER, who has 
been acting manager of the ad- 
ministration hospital at Wilming- 
ton, Del., since August 1948 has 
been named hospital manager. 





H. CaRL ROWLAND resigned re- 
cently as hospital administration 
consultant for the hospital division 
of the South Carolina State Board 
of Health. He has accepted a po- 
sition as assistant superintendent 
of the Spartanburg (S.C.) General 
Hospital. 





Morris F. GEORGE, acting direc- 
tor of the Abington (Pa.) Memo- 
rial Hospital during the past year, 
has been named executive director 
of the hospital. Mr. George came to 
Abington Memorial as comptroller 
in 1947. 





Dr. ROBERT EMMETT KANE, well- 
known St. Louis surgeon, was hon- 
ored recently at a dinner com- 
memorating his fiftieth anniversary 
as a member of the medical staff 
of De Paul Hospital, St. Louis. 
SISTER ANDREA, administrator of 
De Paul Hospital, presented Dr. 
Kane with an illuminated scroll. 





R. OSWALD DAUGHETY has re- 
signed as director of Hermann Hos- 
pital, Houston, Texas. Mr. Daugh- 
ety was assistant superintendent 
of the hospital from 1939 until 1941 
when he became superintendent. 
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His title was changed to director in 
1947. 

Mr. Daughety is a member of 
the American Hospital Association 
and the American College of Hos- 
pital Administrators and is a past 
president of the Houston Hospital 
Council. 





ELMER AHLSTEDT, superintend- 
ent of Asbury Hospital at Salina, 
Kans., since 1945, was to have re- 
signed August 1. Prior to his posi- 
tion at Asbury Hospital, Mr. Ahl- 
stedt was superintendent of Trinity 
Lutheran Hospital at Kansas City 
for 14 years. He is a member of 
the American Hospital Association. 





PATRICK B. MONAGHAN has been 
appointed superintendent of the 
Tolfree Memorial Hospital at West 
Branch, Mich. He succeeds HELEN 
WILSEY, R.N. 





WALTER T. ALTMANN is the new 
administrator of the Kennestone 
Hospital at Marietta, Ga. Mr. Alt- 
mann is a member of the Ameri- 
can Hospital Association. 





Sam O. STRANGE has been named 
administrator of the North East 
Mississippi Hospital at Boonville. 
He succeeds Dr. W. H. SUTHER- 
LAND. 


eI 


DELORA RODEEN, R.N., superin- 
tendent of Stormont Hospital at 
Topeka, Kans., since 1929, has been 
appointed superintendent of the 
Vail Division of Stormont Hospi- 
tal. The Vail Division formerly was 
the Christ Hospital but when the 
two hospitals merged recently, the 
name was changed. 





Dr. PETER A. VOLPE, acting area 
chief of medicine for the Veterans 
Administration at Columbus, Ohio, 
became manager of the adminis- 
tration hospital at Dwight, Ill. Dr. 
Volpe, whose appointment was 
effective July 1, succeeded Dr. 
SEPTIMUS T. TAYLOR who retired. 





THOMAS HEAD has resigned as 
assistant superintendent and busi- 
ness manager of the Shannon West 
Texas Memorial Hospital, San 
Angelo, because of ill health. Mr. 
Head was president of the Texas 
Hospital Association until last 
March. 





Dr. W. K. SHARP JR. and Dr. 
MARK V. ZIEGLER, both of the Pub- 











lic Health Service, have been ap- 
pointed regional medical directors 
Dr. Sharp will direct Public Health 
Service activities in Alabama 
Florida, Georgia, Mississippi, Ten- 
nessee, South Carolina, Puerto 
Rico and the Virgin Islands. He 
succeeds Dr. CALVIN C. APPLE- 
WHITE who is retiring October 1. 

Dr. Ziegler will head the serv- 
ice’s activities in the District of 
Columbia, Maryland, North Caro- 
lina, Virginia and West Virginia. 
He replaces Dr. Sharp as medical 
director of this area. 





. ARTHUR KIRKLAND BESLEY will 
become assistant superintendent of 
the Western Pennsylvania Hospi- 
tal at Pittsburgh, September 1. 
Since 1943, Mr. Besley. was super- 
intendent of the Prince George’s 
General Hospital at Cheverly, Md. 





VIRGIL W. NELSON has been ap- 
pointed superintendent of Luther- 
an Deaconess Hospital, Chicago. 
Mr. Nelson, a personal member of 
the American Hospital Association, 
was the assistant superintendent 
of Augustana Hospital at Chicago. 





JOHN W. BENTZ has been ap- 
pointed assistant superintendent of 
Wesley Hospital, Wichita, Kans. 
Mr. Bentz, a member of the Ameri- 
can Hospital Association, was busi- 
ness manager of the State Hospital 
South, Blackfoot, Idaho. 





Dr. FREDERIC J. QUIGLEY has 
been named medical director of the 
Dr. B. S. Pollak Hospital for Chest 
Diseases at the Jersey City (N. J.) 
Medical Center. Dr. Quigley has 
been chairman of the board of 
trustees of the hospital for many 
years and is a former president of 
the New Jersey Medical Society. 


ANA 


Deaths 





ALEXANDER Esson, superintend- 
ent of the Saskatoon (Sask.) City 
Hospital, died April 4. Mr. Esson 
was a fellow of the American Col- 
lege of Hospital Administrators 
and represented the provinces of 
western Canada on the board of 
regents of the college. He was also 
a past president of the Saskatche- 
wan Hospital Association and an 
active personal member of the 
American Hospital Association. 
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NEWS 





- + ASSOCIATION BUSINESS: - 





Highlights of the Cleveland Program 


The relationships of hospitals to 
government, the public and labor 
will be the main theme of the first 
general session of the Association’s 
fifty-first convention, September 
26-29 at Cleveland. This will be 
the first in a series of six large 
general meetings during the an- 
nual convention. Beginning Mon- 
day afternoon, general sessions 
have been scheduled for each 
morning and afternoon with the 
exception of Wednesday morning. 
At that time smaller groups will 
convene. 

The first speaker’ Monday after- 
noon will be Marshall E. Dimock, 
professor of political science at 
Northwestern University. He will 
discuss the extent to which volun- 
tary enterprise and government 
can work together with each main- 
taining its status. Other speakers 
are Mrs. Agnes Meyer, wife of the 
chairman of the board of the 
Washington Post, who will tell 
what the public expects from hos- 
pitals, and Senator Lister Hill of 
Alabama, co-sponsor of the Hospi- 
tal Survey and Construction Act 
and sponsor of the Hill voluntary 
health insurance bill introduced 
in Congress this year. Senator Hill 
will talk about the federal govern- 
ment and hospitals. 

Tuesday: On. Tuesday morning, 
the technical aspects of the func- 
tions of the hospital departments 
will be the major subject. Depart- 
ments to be discussed are nursing, 
pharmacy, housekeeping, engi- 
heering and physical plant, clinical 
laboratory, accounting, laundry 
and purchasing. Following the for- 
mal speeches, there will be open 
discussion in which a panel group 
will participate. 

Approaches to the distribution 
of hospital care has been selected 
as the Tuesday afternoon general 
subject. Government insurance in 
Canada will be described by Dr. 
Frederick D. Mott, chairman of 
the Saskatchewan Health Services 
Planning Commission, and Dr. J. 
M. Hershey, commissioner of hos- 
pital insurance for British Colum- 
bia. The government health pro- 
gram in Great Britain will be 


AUGUST 1949, VOL. 23 


described by Dr. A. Leslie Banks, 
a principal medical officer for the 
British Ministry of Health. An- 
other subject will be an evaluation 
of the government plans of Canada 





MR. DIMOCK 





? 


MRS. MEYER 





SENATOR HILL 





and Great Britain in relation to the 
voluntary program. in the United 
States. Also included in this ses- 
sion will be a panel discussion. 

Wednesday: The quality of hos- 
pital care and organization for it 
will be the general theme of the 
Wednesday afternoon meeting. Dr. 
L. E. Burney, state health commis- 
sioner for the Indiana State Board 
of Health, will discuss the contri- 
bution of a program of state 
licensure. Dr. Paul B. Magnuson, 
chief medical director for the Vet- 
erans Administration, will speak 
on the challenge to private initia- 
tive. Dr. John J. Bourke, executive 
director of the New York State 
Joint Hospital Survey and Plan- 
ning Committee, will tell of the 
relationship of regional organiza- 
tions to the quality of hospital 
care. 

Other. subjects include incen- 
tives for high quality hospital care 
under a system of free economy, 
the contribution and effect of the 
educated religious worker, and the 
contribution of medical specialty 
boards and approval programs to- 
ward upgrading hospital care. 

Thursday: Convention partici- 
pants will hear discussions on five 
aspects of the organization and 
supervision of hospitals on Thurs- 
day morning. These include the 
theory of organization; the flow 
of controls as compared with in- 
dustry; the organization essential 
for effective administration, which 
will be discussea by Gerhard Hart- 
man, Ph.D., superintendent of 
University Hospital, Iowa City; 
essentials for active supervision, 
which will be explained by Dr. 
David Littauer, director of Men- 
orah Hospital, Kansas City; estab- 
lishment of work performance 
standards. Open discussion, in 
which persons who attended the 
Association’s conference on super- 
visory training at Galesburg, IIl., 
will participate, will complete the 
program. 

The Thursday afternoon session 
will include discussions on finan- 
ing the distribution of hospital 
care. Dr. Paul R. Hawley, chief 
executive officer of the Blue Cross 
and Blue Shield commissions, will 
open the meeting with a discussion 





99 


































































ASSOCIATION BUSINESS : - 





of the program and progress of 
Blue Cross plans in attaining the 
goals for financing the distribution 
of care. Another will be Dr. D. V. 
Galloway, executive director of 
the Mississippi Commission on 
Hospital Care, who will evaluate 
current progress in providing fa- 
cilities. 

Other scheduled subjects include 
financing hospital care. for the 
needy, and the road of the future. 
A special feature. of the session 
will bé a discussion panel which 
will include 16 of the Association’s 
past presidents. 

Group Meetings: The smaller 
group sessions, which will convene 
on Wednesday morning, are di- 
vided by interest. Those sessions 
scheduled are: Hospital adminis- 
trators and trustees with women’s 
hospital auxiliary members; hos- 
pital purchasing agents; hospital 
administrators and medical record 
librarians; hospital administrators 
and hospital architects; hospital 
administrators and state survey 
directors; hospital consultants; 
local hospital councils and confer- 
ences; Blue Cross. 


Convention Exhibits 


By mid-July the technical and 
educational exhibits for the fifty- 
first convention were shaping up 
as the biggest display in Associa- 
tion convention history. A total of 
272 technical exhibits, spread over 
436 booths at the Cleveland Public 
Auditorium, had been reserved. 
In addition, 24 educational display 
spaces had been scheduled. 

One of the largest educational 
exhibits will be that sponsored by 
‘ the federal hospitals. This will in- 
clude all government departments 
operating hospitals. Other educa- 
tional exhibitors include: 

American Association of Medical 
Record Librarians, American As- 
sociation of Nurse Anesthetists, 
National Foundation for Infantile 
Paralysis, American Association of 
Medical Social Workers, National 
Health and Welfare Retirement 
Association, American Cancer 
Society, American Medical Asso- 
ciation, American Society of Med- 
ical Technologists, National League 
of Nursing Education, Province of 
Canada. 

Others are the Institute of Inter- 
American Affairs, Blue Cross 
Commission, American Physica) 
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Therapy Association, National Tu- 
berculosis Association, American 
National Red Cross, American 
Nurses’ Association, American Di- 
etetic Association, Projected Books, 
American Society of X-Ray Tech- 
nicians, Joint Orthopedic Nursing 
Advisory Service, Cleveland Hos- 
pital Council - Cleveland Blue 
Cross plan, and the American 
Pharmaceutical Association. 

As in previous years, the Ameri- 
can Hospital Association booth is 
being planned as. an information 
center. Four special sections will 
be included in the exhibit: Per- 
sonnel, accounting, construction 
and library. Headquarters staff 
specialists will be available in the 
booth for consultation. 


Women's Auxiliaries 


Descriptions of successful aux- 
iliary projects and group discus- 
sion of these activities will be a 
feature of the second annual con- 
ference of women’s hospital aux- 
iliaries. The conference will be 
conducted at Cleveland, Septem- 
ber 26-29, concurrently with the 
Association convention. 

Women working in all the 
various types of hospital service 
groups are invited to attend and 
participate in the conference. 

Daily Sessions: The first confer- 
ence meeting will begin at 10 A.M., 
Monday, September 26. Subjects 
on the program include under- 
standing the financial problems of 
hospitals today and a positive vol- 
untary health program. During the 
afternoon, speakers will discuss 
organization of an auxiliary for 
effective public relations. 

On Tuesday morning, several 
aspects of building the auxiliary 
will be discussed. Five persons 
will tell about different phases of 
voluteer service during the after- 
noon session. 

Auxiliaries in action will be the 
subject for the Wednesday morn- 
ing meeting. That afternoon, 
effective projects for auxiliaries 
will be described. These include 
thrift and gift shops, tea rooms, 
libraries and sewing and making 
dressings. , 

More than a dozen speakers will 
give brief presentations of auxil- 
iary projects on Thursday morn- 
ing. Scheduled are descriptions of 
babies’ alumni clubs, baby’s first- 
year book, memorial, auxiliary 











assistance in the outpatient de- 
partment, penny sales, race track 
day, country fair, landscaping and 
yankee trading post. 

Evenings: Two evening meetings 
are planned during the conference, 
The first is scheduled for Tuesday, 
when a series of small group con- 
ferences will be arranged. Parti- 
cipants will discuss informally the 
subjects presented at the afternoon 
session. Another series of small 
group meetings will be conducted 
on Wednesday evening. 

Persons attending the auxiliary 
conference also are invited to 
spend Monday evening at the As- 
sociation’s fellowship night. This 
event is an informal reception and 
buffet supper. Entertainment will 
be provided during the evening. 

Special events: Following the 
regular afternoon session on Wed- 
nesday, conference participants are 
invited to attend a tea and style 
show at one of the largest Cleve- 
land department stores. 

The conference will be con- 
cluded with a luncheon Thurs- 
day noon. An outside speaker will 
address the group. 

Registration for the conference 
will open on Sunday and continue 
through Monday morning. It. is 
suggested that persons planning to 
attend the meeting arrive in 
Cleveland on Sunday and register 
early. Auxiliary headquarters will 
be at the Hotel Cleveland. 

Room reservations are being 
handled directly through the 
Cleveland Convention and Visitors 
Bureau, 511 Terminal Tower, 
Cleveland 13. Forms for reserva- 
tions and other details about the 
conference are available. Requests 
for further information should be 
addressed to Association head- 
quarters at Chicago. 


Staff Changes 


Three personnel changes in the 
Association headquarters staff 
were announced last month. They 
include a permanent and a tempo- 
rary appointment and a resigna- 
tion. 

Mrs. Corena McCallum has been 
appointed secretary of the Com- 
mittee on Women’s Hospital Aux- 
iliaries. Mrs. McCallum will work 
with local, state and regional 
groups in coordinating women’s 
auxiliary activities. One of her 
first jobs will be to plan for the 
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Second Conference on Women’s 
Hospital Auxiliaries. The confer- 
ence will be conducted concur- 
rently with the Association’s fifty- 
first annual convention, September 
26-29 at Cleveland. 

Mrs. McCallum formerly was 
director of public relations for the 
Illinois State Nurses’ Association. 

The other new member of the 
Association’s staff is Isabel Weber, 
R.N. Miss Weber, who will edit a 
housekeeping manual, 
completed the course in hospital 
administration at the University of 
Chicago. She will work on the 
manual at Association headquar- 
ters until September 1. At that 
time she will become associate ad- 
ministrator of the Elizabeth Steel 
Magee Hospital, Pittsburgh, and 
will spend part of her time on the 
manual. 

Miss Weber is a graduate of Yale 
University School of Nursing. She 
has been a member of the nursing 
department at the New Haven 
(Conn.) Hospital, instructor and 
director of nursing at the Cottage 
Hospital, Santa Barbara, Calif., 
and director of nurses and admin- 
istrative assistant at the Oak Ridge 
(Tenn.) Hospital. 

Charles E. Prall, Ph.D., has re- 
signed as Association educational 
specialist to become dean of the 
School of Education, Woman’s Col- 
lege of the University of North 
Carolina, Greensboro. 
~ Mr. Prall came to the Associa- 
tion three years ago to make a sur- 
vey of educational opportunities in 
the hospital field. The study was 
sponsored by the Joint Commis- 
sion on Education, a project of the 
Association and the American Col- 
lege of Hospital Administrators. 
Last November he was appointed 
Association educational specialist. 

Mr. Prall, taking up his duties 
at the University of North Caro- 
lina on September 1, will continue 
on a few educational projects for 
the Association. His main field of 
Study will be the development of 
training programs for hospital per- 
sonnel through the use of univer- 
Sity facilities. 


Study of Hospital Finance 


When the House of Delegates 
Convened last September at At- 
lantic City, it recognized that there 
IS great need for a thorough search 


‘into the many perplexing problems 


of hospital finance. At that time 
it approved the establishment of a 
Working commission, similar in 
structure to the Commission on 
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Hospital Care, to study the many 
ramifications of hospital and med- 
ical care costs in the hospital. 

Following the Atlantic City ses- 
sion, the Organizing Committee for 
a National Study of Hospital Fi- 
nance was appointed; this was the 
first step for getting the program 
underway. This committee report- 
ed last month that the National 
Foundation for Infantile Paralysis 
has agreed to provide the funds 
for a preliminary planning pro- 
gram. 

Because of the very complex 
nature of the problem, a more de- 
tailed breakdown of the problem 
was deemed necessary. The organ- 
izing committee has given way to 
a planning committee. The new 
committee will outline plans for a 
detailed study; its plan will be 
presented to foundations when 
completed for additional funds to 
get the actual study underway. 
Both goals and procedures will be 
laid out carefully. 

The committee was to hold its 
first meeting late in July and it is 
hoped that the preliminary report 
will be ready by autumn. 

Committee membership includes 
the following: 

Joseph G. Norby, Association 
president and superintendent of 
Columbia Hospital, Milwaukee; Dr. 
A. C. Bachmeyer, Association 
treasurer and director of the Uni- 
versity of Chicago Clinics; Charles 
G. Roswell, accounting consultant 
for the United Hospital Fund, New 
York City; Dr. Louis H. Bauer, 
chairman of the Board of trustees 
of the American Medical Associa- 
tion, Chicago; Dr. Morris Fishbein, 
editor of the Journal of the Amer- 
ican Medical Association, and Eli 
Ginsberg, Ph.D., associate profes- 
sor of economics, School of Busi- 
ness, Columbia University, and 




































































director of the New York State 
hospital study. 

Technical consultants include 
Dr. Hart E. Van Riper, medical 
director of the National Founda- 
tion for Infantile Paralysis, New 
York City; George Bugbee, execu- 
tive director, and Maurice Norby, 
assistant director of the American 
Hospital Association. 


Liaison Committee 


A liaison committee to plan a 
more coordinated hospital program 
has been appointed by the Associ- 
ation and the American Legion. 
The committee will be made up of 
three representatives from each 
organization. Those named for the 
Association are: President Joseph 
G. Norby, administrator of Colum- 
bia Hospital, Milwaukee; John H. 
Hayes, chairman of the Council on 
Government Relations and super- 
intendent of Lenox Hill Hospital, 
New York City; George Bugbee, 
executive director. 

Those named to the committee 
by the American Legion are: John 
H. Walsh, chairman of the Na- 
tional Rehabilitation Commission 
at Waltham, Mass.; T. O. Kraabel, 
director of the National Rehabili- 
tation Commission at Washington, 
D. C.; Dr. H. D. Shapiro, senior 
medical consultant of the National 
Rehabilitation Commission, Wash- 
ington, D. C. 


Dye Warning 

A statement to hospitals cau- 
tioning against the use of marking 
inks containing aniline dyes was 
issued through the major press 
services last month. George Bug- 
bee, executive director of the As- 
sociation issued the warning fol- 
lowing the deaths — attributed to 
aniline poisoning—of four infants 
at the Lake Wales (Fla.) Hospital. 

The Association’s warning to 
hospitals recommends that diapers 
and other clothing marked with 
aniline dyes be boiled, thoroughly 
washed and dried before being 
used. 

Mr. Bugbee said that studies 
recently completed and published 
indicate that when diapers are 
boiled and dried after having been 
marked with aniline dyes, the dye 
becomes set and the possibilities 
of poisoning by absorption are re- 
moved. He urged hospitals to check 
the chemical content of marking 
dyes currently being used for the 
presence of aniline dyes and other 
toxic substances. 
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The Delay in Congressional Action 


Congressional hearings on pend- 
ing national health and hospital 
legislation had been virtually com- 
pleted by mid-July, but there 
were too many imponderables to 
permit a reasonable forecast of 
measures that will be enacted and 
those to be discarded. Amendment 
of the Hill-Burton Act, launching 
of a federal-state school health 
services program, government fi- 
nancial support of medical and 
dental and nurse training are 
among the proposals that are well 
advanced through the legislative 
mill. Any or all of them could fail 
final passage, not because of oppo- 
sition but as a result of being 
trampled in the last minute rush 
that always marks the closing 
weeks of any session of the federal 
Congress. 


Still in doubt is the outcome of 
the campaign led by Senator 
Claude Pepper (D., Fla.) to over- 
ride a 16,000-bed cutback in vet- 
erans’ hospital construction or- 
dered by the Bureau of the Budget. 
Failing in his effort to have the 
Senate Appropriations Committee 
restore the $237,000,000 involved, 
Senator Pepper planned to carry 
his fight to the floor when the 
funds bill is called up for a vote. 


Hill-Burton: Hearings were held 
June 29 and 30 on proposed broad- 
ening of the Hill-Burton Act. The 
health subcommittee of House 
Interstate and Foreign Commerce 
Committee heard testimony by 
Deputy Surgeon General W. Pal- 
mer Dearing, Rev. John G. Martin, 
Hugh J. McGoldrick, George Bug- 
bee, numerous members of Con- 
gress and others. Similar hearings 
had been conducted several weeks 
previously by a special Senate sub- 
committee headed by Senator Lis- 
ter Hill (D., Ala.). 


The most perplexing problem 
encountered by both Senate and 
House subcommittees was whether 
liberalized provisions of the Hill- 
Burton Act, in amended form, 
should be retroactive to January 
1, 1949, or even as far back as 
August 13, 1946, when the law 
went into effect. It was roughly 
estimated that retroactivity to the 
first of this year would cost the 
federal government an additional 
$25,000,000, while a dateback to 
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1946 would cost approximately 
$45,000,000. 

For Benefits: Most of about 20 
congressmen who appeared or filed 
statements before the House sub- 
committee argued in support of 
retroactive benefits as a necessity 
to guarantee completion of con- 
struction projects upon which 
work has been stopped for lack of 
funds. A case in point was present- 
ed by Bert Robinson, chairman of 
the Marlette (Mich.)- Hospital 
board. 

In his community, he testified, 
a 22-bed, nonprofit general hos- 
pital stands two-thirds completed 
because funds are _ exhausted. 
“Retroactive payments are abso- 
lutely necessary to complete some 
projects now laying idle because 
of insufficient funds,” he declared. 

The witness submitted a sup- 
porting statement signed by Mr. 
McGoldrick, director of the Mich- 
igan Office of Hospital Survey and 
Construction. A similar situation 
in Grafton, W.Va., was the subject 
of a statement submitted by Jack 
R. Nuzum, executive secretary of 
the Taylor County (W.Va.) Board 
of Trade and a member of the 
state’s House of Delegates. 

Against Retroaction: Dr. Dearing 
recommended against retroactivity 
because of the added cost involved 
and the hazard of setting a prece- 
dent. He recommended a sliding 
scale federal contribution formula 
which might be as low as 33% per 
cent and as high as 667% per cent. 
(At present the federal grant is a 
flat one-third for all states.) Rep- 
resenting the American Hospital 
Association, Mr. Bugbee suggested 
a flat increase to 40 per cent. Some 
of the congressmen who testified 
urged that the federal share run 
as high as 75 per cent. Mr. Bugbee 
made no recommendation on the 
retroactivity feature, explaining: 

“We are not in a position to 
make constructive comment on 
this suggestion. We can see that 
a retroactive provision could re- 
sult in major confusion. On the 
other hand, in many instances 
where the cost of the project has 
increased as a result of higher con- 
struction cost, a higher federal 
percentage might be very helpful. 
It is probable that this issue must 


be decided on the basis of prece- 
dent in other federal legislation. 
With this in mind, our ‘primary 
emphasis would be on the need for 
early decision by Congress so that 
the issue may not be left too long 
in uncertainty.” 

Mr. Martin, appearing before 
Chairman J. Percy Priest and 
members of the House health sub- 
committee as an official represen- 
tative of the American Protestant 
Hospital Association, extolled the 
accomplishments of the Hill-Bur- 
ton Act and indorsed plans for its 
expansion. 


Community Health 


A week later (July 6), the 
American Hospital Association was 
represented before the same sub- 
committee by Dr. Edwin L. Crosby, 
the Association’s first vice presi- 
dent, and director of Johns Hopkins 
Hospital, Baltimore. He testified on 
the need for legislation to stimu- 
late development and improvement 
of community public health de- 
partments throughout the country. 

“Historically, public health fa- 
cilities and hospitals have devel- 
oped separately,” he said, ‘Today, 
however, it is realized that they 
are interdependent. They have a 


community of interest in the whole. 


problem of medical care. Preven- 
tive medicine and curative medi- 


’ cine must go hand in hand in plan- 


ning, training and utilization if 
we are to get an optimum return 
from our overall medical care pro- 
gram, if we are to make the best 
use of our medical resources.” 


Subsidy Bill 


A feature of the closing sessions 
of the Senate health subcommit- 
tee’s public hearings, which had 
been under way since May 23, was 
the testimony presented by Repub- 
lican sponsors of the so-called 
Flanders-Herter bill (S.1970). This 
is the measure authorizing federal 
subsidies to prepayment hospital 
and medical care plans which ad- 
justed premium rates to subscrib- 
ers’ incomes. 

Senator Flanders, Representa- 
tives Javits and Herter, and the 
bill’s drafter, Winslow Carlton, 
championed S.1970 as a construc- 
tive plan that would forestall com- 
pulsory health insurance. Chances 
for action on the bill at this session 
are considered remote. 
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Public Health Service Reorganization 


A thorough reorganization of the 
Public Health Service has been 
completed after a year of study by 
a special committee on organiza- 
tion headed by Deputy Surgeon 
General W. Palmer Dearing. The 
change was made to permit the 
service to give more efficient man- 
agement and direction to its vari- 
ous programs. The reorganization 
regroups the various activities of 
the service within the framework 
of the four previously existing 
bureaus so that closely related 
programs are brought together in a 
single administrative unit. The 
four bureaus are: Office of the 


_ Surgeon General, Bureau of State 


Services, Bureau of Medical Serv- 
ices and the National Institutes of 
Health. 

When the Bureau of Medical 
Services was reorganized, the divi- 
sions of nursing resources, dental 
resources and hospital facilities 
were transferred from the Office 
of the Surgeon General and the 
new Division of Medical and Hos- 
pital Resources was established. 
Work in the new division will in- 
clude study of hospital and medi- 
cal care needs. Some of the func- 





DR. McGIBONY 


tions previously carried on in the 
Division of Hospital Facilities will 
be transferred to this new division. 
Another function will be develop- 
ment of techniques, plans and 
standards for hospital and medical 
services. 

Dr. John R. McGibony, formerly 
assistant chief of the Division of 
Hospital Facilities, has been ap- 
pointed chief of the Division of 
Medical and Hospital Resources 
(see HospiTaALs for July, page 
120). He joined the Public Health 















































































































































SURGEON GENERAL | 
National Institutes Bureau of Bureau of 
of Health State Services Medical Services 
Division of visi visi 
Administrative = 7 ae Medio ea ie ii’ = 
Management Dental Resources Riseaces P 
Division of Division of 
Foreign Quarantine ia a 
ree 
{ en 
' Division of Division of Division of 2] 
H Hospitals Hospital Facilities Nursing Resources 
Source: Interim Chart, 6-1-4% Public Health Service, Federal Security Agency 
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Service in 1936 and served as di- 
rector of health for the Office of 
Indian Affairs until he became 
affiliated with the Division of Hos- 
pital Facilities. He is a member of 
the American Hospital Association, 
the American Medical Association 
and the American Public Health 
Association. 

Under the new program, the 
activities of the Office of the Sur- 
geon General will be limited to 
advisory functions. In the Bureau 
of State Services, it is expected 
that the new program will promote 
better coordination in activities 
with state and local agencies. 
Reorganization of the National 
Institutes of Health was completed 
some time ago. 


Internship Program 


Beginning July 1, 1950, the Vet- 
erans Administration will offer 
259 internships to qualified gradu- 
ates of recognized medical schools 
in 13 of its hospitals. According 
to Dr. Paul B. Magnuson, chief 
medical director of the administra- 
tion’s department of medicine and 
surgery, the intern program will 
be conducted under the direction 
of the deans committee and in co- 
operation with certain medical 
schools close to administration hos- 
pitals. Establishment of the pro- 
gram will follow two pilot pro- 
grams scheduled to begin last 
month in administration hospitals 
at McKinney, Texas and Cham- 
blee, Ga. 

Three types of internships will 
be offered: Rotating, straight in- 
ternal medicine and straight gen- 
eral surgery. The types of intern- 
ships at each of the 13 hospitals 
will be determined by the recom- 
mendation of the deans committee. 


Annual Appropriations 


On June 29, President Truman 
signed the Federal Security Agen- 
cy’s budget for 1949-50. Its provi- 
sions for the Public Health Service 
assure continuity of the various 
grants-in-aid programs for hospi- 
tals and training research institu- 
tions. — 

Following is a summary of ma- 
jor appropriation allotments in the 
Public Health Service program for 
the fiscal year which began July 1, 
1949: 

For the National Cancer Insti- 
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tute, $18,900,000 were appropri- 
ated, of which approximately $4,- 
000,000 will be used to settle 
current obligations. The net in- 
crease over the present year is 
$735,000, which will make possible 
a light expansion of intramural 
research and assistance. to the 
states. 

For the National Institutes of 
Health, a $476,000 increase will be 
applied largely to research and 
control grants to hospitals and 
other institutions and for restock- 
ing of yellow fever vaccine. In 
addition, contract authority total- 
ing $1,925,000 wes provided to al- 
low programming of grants-in-aid 
through 1952. 

For the National Heart Institute, 
an appropriation increase of $7,- 
800,000 will result in an additional 
$2,000,000 for research grants-in- 
aid, a like amount for allocation 
among the states conducting con- 
trol and education programs, $1,- 
000,000 additional for intramural 
research and smaller gains for 
miscellaneous activities. An addi- 
tional $5,350,000 in contractual 
authority are to be divided among 
construction grants ($3,259,000), 
teaching grants ($741,000), train- 
eeship grants ($150,000) and re- 
search grants-in-aid ($1,200,000). 

The National Dental Research 
Institute received $100,000 to pre- 
pare specifications and plans for its 
new home at Bethesda, Md., and 
an increase of $160,000 for dental 
public health activities was grant- 
ed by Congress. 


An increase of $676,000 for op- 
eration and maintenance of marine 
hospitals was voted. Of this, $240,- 
000 is earmarked for equipment of 
150 additional beds at San Fran- 
cisco Marine Hospital. 

The mental health program re- 
ceived a $1,750,000 increase, more 
than one-half of which will go for 
training grants. The Alaskan 
health program, initiated earlier 
this year, will benefit by an in- 
crease of $185,000. In tuberculosis 
control, an appropriation gain of 
$137,000 will permit the continu- 
ation of mass chest x-ray demon- 
strations on the same basis as in 
1949 For general assistance to the 
states, to promote public health 
measures, an increase of $3,266,000 
was granted. 

Chief among the activities for 
which appropriations were de- 
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creased were venereal disease 
control, reported by $1,350,000, 
and communicable disease control, 
$490,000. 


Education Statistics 


More than 83,000 veterans of the 
last war now are studying medi- 
cine and related subjects under the 
G.I. bill and Public Law 16. Of the 
78,143 veterans enrolled under the 
G.I. bill, 23,260 are taking courses 
in medicine and surgery. Other 
fields include nursing, 3,955, and 
public health, 399. 

These figures are based on a 
Veterans Administration study of 
principal courses and employment 
objectives of more than two mil- 
lion veterans enrolled in schools 
and job-training establishments as 
of December 1, 1948. 


Army Promotions 


Four Army medical, dental and 
hospital officers were promoted 
from the rank of brigadier general 
to major general in June. Those 
who received their additional stars 
from Major General Raymond W. 
Bliss, surgeon general of the Army, 
are: 

Major General John M. Har- 
greaves, deputy air surgeon gen- 
eral; Major General Paul H. Streit 
(MC) USA, commanding general 
of the Army Medical Center; Ma- 
jor General Walter D. Love, dep- 
uty chief, dental division, surgeon 
general’s office, and Major General 
George E. Armstrong, deputy sur- 
geon general. 


Cancer Research 


Grants totaling approximately 
two and a half million dollars have 
been made by the National Cancer 
Institute to schools and labora- 
tories throughout the country. 

Cancer training programs now 
are carried out in 74 of the nation’s 
79 medical schools. On the recom- 
mendations of the National Ad- 
visory Cancer Council, Surgeon 
General Leonard A. Scheele of the 
Public Health Service has ap- 
proved allocations of $963,916 to 
40 medical schools and 17 dental 
schools. Medical school grants, 
first made in 1947, are limited to 
$25,000 annually for four-year 
schools and $5,000 for two-year 
schools. The ceiling on dental 
school grants is $5,000 annually. 

The institute also made a grant 


of $1,026,294 to finance laboratory 
and clinical research. Some of the 
funds will be used to investigate 
the “milk factor’ which causes 
breast cancer in mice. There also 
will be genetic investigations of 
cancer and more generally, abnor- 


-mal growth. 


A third area to benefit from 
National Cancer Institute funds is 
that of cancer control. The empha- 
sis here will be on diagnostic tests 
and environmental carcinogens 
(factors in environment’ which 
may cause cancer). 


Air Force Training 


A General Practice Branch in 
the United States Air Force has 
been set up, according to an an- 
nouncement by Air Surgeon Major 
General Malcolm C. Grow. The 
new program will aid in the devel- 
opment of training opportunities 
and careers for general practition- 
ers serving air force installations. 


After the program has goné into 
effect, the general practitioner will 
enter a residency that will offer the 
latest technical developments in 
medical and surgical specialties. 
Seventy per cent of physicians 
serving with the air force units 
are general practitioners. 


Staffing Manual 


Staffing problems in small gen- 
eral hospitals are recognized in a 
new 30-page manual published by 
the Public Health Service. “Staff- 
ing the General Hospital: 25 to 100 
Beds,’’ was prepared by Margaret 
K. Schafer, senior nurse officer in 
the Division of Hospital Facilities. 
The well-illustrated booklet gives 
particular consideration to utiliza- 
tion of nurses. 

Copies are obtainable upon re- 
quest from the Division of Medical 
and Hospital Resources, Public 
Health Service, Washington 25, 
Dic. 


Heart Disease Grants 


Eight hospitals in various parts 
of the country were among the 
recipients of more than $1,200,000 
in heart disease research grants by 
the Federal Security Agency. Their 
applications were approved prevl- 
ously by Surgeon General Leonard 
A. Scheele upon recommendation 
of the National Advisory Heart 
Council. 
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International Federation Congress 


For the first time since the end 
of World War II, 364 representa- 
tives from 16 nations met at the 
first postwar congress of the In- 
ternational Hospital Federation, 
May 30 to June 4, at Amsterdam 
and Groningen, Holland. The 
meeting provided an opportunity 
for these delegates to hear about 
and discuss problems of other 
countries. Special attention was 
given to the effect on hospitals of 
the changed economic and social 
conditions throughout the world. 

At the first meeting of the Pro- 
visional Executive Committee, it 
was decided that the constitution 
of the federation would have to be 
amended and revised. The com- 
mittee will carry on the affairs of 
the federation until the next con- 
gress convenes some time within 
the next two or three years. 

During the’ second meeting of 
the Provisional Executive Com- 
mittee, the opinion was expressed 
that if the federation is to succeed 
financially, a basic program would 
have to be presented to hospital 
associations throughout the world 
before they would be willing to 
pay institutional dues. One of the 
most important decisions to come 
out of the second meeting was that 
for the present, the London office 
will act as a clearing house for in- 
formation on hospitals which might 
be received from various coun- 
tries. It also was decided that after 
the constitution is rewritten, the 
committee will concentrate its 
efforts on obtaining new members 
and raising funds. 

Dr. Rene Sand, professor of so- 
cial medicine at Brussels Univer- 
sity, is chairman of the Provisional 
Executive Committee. Dr. Donald 
C. Smelzer, executive director of 
the Hospital Planning Agency of 
the Citizens’ Conference of Phila- 
delphia, represents the United 
States on the committee. As chair- 
man of the Council on Internation- 
al Relations, Dr. Smelzer is the 
Association’s official delegate to 
the congress. 

Other persons from the United 
States who attended the meeting 
are: Mother M. Conchessa, Caron- 
delte, St. Louis, representing the 
Catholic Hospital Association of 
the United States and Canada; Dr. 
Vane M. Hoge, assistant surgeon 
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general of the Public Health Serv- 
ice; Mrs. Nan Rowlands, R.N., ad- 
ministator of Cobb Hospital, 
Seattle; Mrs. Rose Jacobs, super- 
intendent of Skiff Memorial Hos- 
pital, Newton, Iowa, and Ella Best, 
executive secretary of the Ameri- 
can Nurses’ Association. 


College of Surgeons 


When the annual Clinical Con- 
gress of the American College of 
Surgeons convenes October 17-23 
at Chicago, it will include the sixth 
Inter-American Congress of Sur- 
gery. Delegates and visitors to the 
inter-American congress will at- 
tend the sessions of the clinical 
congress from October 17-21 and 
will conduct their own sessions 
from October 21-23. 


This will be the first time that 
the Inter-American Congress of 
Surgery will meet in the United 
States. The American College of 
Surgeons joined the organization 
in July 1943, after having sent a 
delegate at the invitation of the 
host country to the first congress at 
Santiago Chile. Other member 
countries are: Argentina, Uruguay, 
Brazil, Cuba, Ecuador, Panama, 
Paraguay, Peru and Mexico. 

During the clinical congress, one 
of the special features will be color 


televised operations from Chicago’s 
St. Luke’s Hospital. Other events 
will include scientific sessions, offi- 
cial meetings, hospital conferences, 
medical motion pictures, technical 
and scientific exhibitions, and op- 
erative and nonoperative clinics in 
24 hospitals in the Chicago area. 


Assembly Officers 


At a meeting of the Joint Com- 
mittee of the Middle Atlantic Hos- 
pital Assembly at New York City 
June 29, it was decided to continue 
the yearly meetings in view of the 
success of the first assembly meet- 
ing at Atlantic City last May. 
Officers of the assembly were 
named at the June meeting. Those 
elected are: 

President, Moir P. Tanner, di- 
rector of Children’s Hospital, Buf- 
falo, N. Y.; vice president, Robert 
W. Gloman, administrator of 
Wilkes-Barre (Pa.) General Hos- 
pital; treasurer, John F. Worman, 
executive secretary of the Penn- 
sylvania Hospital Association; sec- 
retary, J. Harold Johnston, execu- 
tive director of the New Jersey 
Hospital Association. 


Brooklyn Council 


Officers were elected at a late 
spring meeting of the Hospital 
Council of Brooklyn, Long Island 
and Staten Island, N. Y. The 
twenty-fifth anniversary of the 








OFFICERS ELECTED at the annual Catholic Hospital Association convention conducted in 
June at St. Louis are: (Left) president-elect, the Rt. Rev. Msgr. John R. Mulroy of Denver; 
the Rev. John W. Barrett, archdiocesan director of hospitals, Chicago, who was installed 
as president; first vice president, the Rt. Rev. Msgr. H. Joseph Jacobi of New Orleans. 
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council was celebrated at the meet- 
ing. Officers named were: 

President, Fred K. Fish, super- 
intendent of Lutheran Hospital; 
vice president, H. F. Rudiger, su- 
perintendent of Southside Hospi- 
tal; secretary-treasurer (re- 
elected), Arthur Feigenbaum, 
superintendent of the Jewish Sani- 
tarium and Hospital for Chronic 
Diseases. 


North Dakota 


Martin Langehaug, administra- 
tor of St. Luke’s Hospital at Fargo, 
was installed as president of the 
North Dakota Hospital Association 
at the annual meeting May 11-12 
at Bismarck. 


Newly elected officers are: Pres- 
ident-elect, H. D. Keller, adminis- 
trator of the Grand Forks Deacon- 
ess Hospital; vice president, Sister 
Andriette of Hillcrest Hospital at 
Beulah; secretary (re-elected), 
Sister Veronica Alice, business 
manager of St. John’s Hospital, 
Fargo; treasurer (re-elected), Sis- 
ter Jane, business administrator of 
St. Alexius Hospital, Bismarck. 


Blood Banks 


The second annual meeting of 
the American Association of Blood 
Banks will be conducted at Se- 
attle, Wash., November 3-5. One 
feature of the program will be the 
presentation of a plan designed to 
set up a system for the cooperation 
of all blood banks in the country 
for united action in case of emer- 
gency or national disaster. 


Personnel Association 


Harvey Schoenfeld, director of 
personnel at St. Vincent’s Hospital, 
New York City, was re-elected 
president of the Association of 
Hospital Personnel Executives dur- 
ing July. W. Terry Oliver, person- 
nel director at Roosevelt Hospital 
was re-elected vice-president and 
treasurer and Anette Auld, person- 
nel director at the Brooklyn Hos- 
pital, recording secretary. 

Personnel directors named mem- 
bers-at-large are John G. Dale Jr., 
the New York Hospital and Mrs. 
Viola Herschman, Jewish Hospital 
of Brooklyn. 


Pharmacists’ Meeting 


Albert P. Lauve, chief pharma- 
cist of Mercy Hospital, New Or- 
leans, was installed president of 
the Southeastern Society of Hos- 
pital Pharmacists during a meeting 
at Biloxi, Miss., in April. 


106 








- + PREPAID CARE : - 





Quarterly Finances 


Blue Cross plans had higher 
assets, reserves and net income 
for the first three months of 1949, 
than during the same period last 
year, according to the quarterly 
financial statement released re- 
cently by the Blue Cross Commis- 
sion. Though more hospitalization 
costs were paid by the 90 plans, 
operating expenses took less of the 
total budget. 

Total assets for the plans were 
$162,732,933 as of March 31, 1949. 
This was an increase of 6.06 per 
cent ($9,291,380) over the assets 
reported December 31, and a 22.06 
per cent increase over the first 
quarter last year. 

Payments for hospitalization of 
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ADMISSION-STAY 


The number of hospital admissions 
for Blue Cross plan patients rose to 
126 per thousand in May compared to 
an average of 123 per thousand in 
April. : 

Average length of stay for Blue 
Cross patients declined in April. The 
average then was 7.72 days, as com- 
pared to 8.01 the previous month. The 
April 1949 length of stay was less 
than in the same month in 1947 an 
1948. bated 












members amounted to $78,242,198 
in the first three months of 1949, 
This was 87.54 per cent of the 
$89,379,893 total income for the 
quarter. In the first three months 
of 1948, hospitalization payments 
were $75,558,158, or 21.46 per cent 
less than the 1949 total. 

Operating expenses required 9.30 
per cent of total income in the 
first three months of 1949. This 
amount ($8,313,304) was $941,253 
more than for the same period in 
1948. In the first quarter last year, 
however, operating expenses were 
10.04 of the total income. 

A breakdown of assets and lia- 
bilities for the 90 plans during the 
first quarter follows: 


ASSETS 

Cpe see Oe Loran en ae a $ 41,695,742 
Accounts, Notes Receivable ....... 6,111,312 
AFIPS EONS hostess ocd oes _ 114,115,048 
Prepaid Expenses and 

(Olen gaesels. 52s 810,891 

(1 C2 LARC aR A A $ 162,732,993 

LIABILITIES 

Accounts, Notes Payable .......... $ 44,737,521 
Deferred Income ..........----.----------- 36,398,577 
[LIS Se can Sly Uae Pea eae 81,396,895 

|. , | Mada eo eee ean $ 162,732,993 


Plan Benefits 


Increased subscriber benefits in 
voluntary hospital and medical 
coverage have been announced in 
two states. In Idaho, Blue Bross 
plan subscribers now will be able 
to enroll in a nonprofit medical- 
surgical prepayment plan. In New 
Jersey, the Hospital Service Plan 
has inaugurated a liberalized sub- 
scription contract. 

The Idaho plan provides sur- 
gical, medical and obstetrical ben- 
efits for hospitalized members. 
Approved by the state medical 
society, it will be administered in 
conjunction with the Idaho Blue 
Cross plan. R. T. Jones, executive 
director of the hospital plan, also 
will serve as director of the med- 
ical plan. 

A feature of the liberalized New 
Jersey contract is full payment for 
eligible physicians’ services to 
plan subscribers earning $5,000 or 
less annually. This increased fi- 
nancial eligibility is expected to 
cover nine out of 10 doctor’s bills 
for eligible service. Plan partici- 
pants earning more than $5,000 a 
year are paid according to the type 
of operation or service received. 
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Second Institute for Librarians 


Dates for the second 1949 insti- 
tute for medical record librarians 
have been changed. The meeting, 
sponsored by the American Hos- 
pital Association and the Ameri- 
can Association of Medical Record 
Librarians, will be conducted at 
the White House, Biloxi, Miss., 
November 14-18. 


The program for the November 
institute will follow the general 
pattern of the institute at Buck 
Hill Falls, Pa., earlier this year. 
The two main divisions of the pro- 
gram will be a workshop for de- 
partment supervisors and instruc- 
tion in the use of standard 
nomenclature. 


Tuition for the institute is $25 
and is payable with the applica- 
tion. All employees of a medical 
record department of an Associa- 
tion member hospital or employees 
who are members of the American 
Association of Medical Record Li- 
brarians are eligible to attend. 
Further information is available 
from the secretary of the Council 
on Professional Practice, American 
Hospital Association. 


College Institute 


More than 125 of the nation’s 
hospital administrators are expect- 
ed to meet in Chicago September 6 
through 16 for their seventeenth 
annual Chicago institute. This in- 
stitute is conducted by the Amer- 
ican College of Hospital Adminis- 
trators and is considered one of the 
year’s most significant meetings in 
the hospital field. 


Included on a full program at 
International House at the Uni- 
versity of Chicago, will be lectures 
by leading hospital authorities, dis- 
cussion groups on hospital prob- 
lems and observation tours and 
demonstrations in selected Chicago 
hospitals. Administrators will have 
an opportunity to discuss and ask 
questions about organization and 
Management, the medical staff, 
community relations, department- 
al operation, legal problems, ac- 
counting and financial control and 
governing boards. 

On the hospital tours, depart- 
ment heads of the visited hospitals 
will explain departmental func- 
tions and solutions to specific 
problems. Emphasis will be placed 
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on practical application rather 
than administrative theory. 

During the 11-day institute, ad- 
ministrators also will visit head- 
quarters of the American College 
of Surgeons and the American Hos- 
pital Association in special ses- 
sions. 


Residency Program 

A residency for general practi- 
tioners has been approved by the 
American Medical Association. The 
new program will provide super- 
vised training in internal medi- 


cine, surgery, obstetrics-gynecol- 
ogy and pediatrics as well as anes- 
thesiology, pathology and radiol- 
ogy. The 870 hospitals which had 
general or mixed residencies for 
this purpose and which had been 
approved now will be expected to 
reorganize their programs to meet 
the new requirements for the gen- 
eral practice residency. 

Requirements for the approval 
of hospitals for intern training 
have been changed slightly. The 
necropsy rate has been raised from 
15 to 20 per cent and the quantita- 
tive requirement of 37 necropsies 
a year has been eliminated. 








COURSE IN HOSPITAL HOUSEKEEPING 


Fifteen certificates were awarded 
to students who completed the first 
course in hospital housekeeping at 
Michigan State College, East Lansing. 
The course, which was sponsored by 
the American Hospital Association in 
cooperation with the college, was 
given April 4 to May 27. The curricu- 
lum consisted of lectures, discussion 
periods and laboratories for practical 
application. Plans now are being dis- 
cussed for a similar course next year. 

Students and members of the fac- 
ulty in the picture above are: (Front 
row, left) Miss Jones, a faculty mem- 
ber; Bernadette Kulakowski, Tuber- 
culosis League Hospital, Pittsburgh; 
Lena Rhoades, Pontiac (Mich.) Gen- 
eral Hospital; Thelma Hensley, 
Samuel Mahelona Memorial Hospital, 
Hawaii; Florence Witherell, Olean 
(N. Y.) General Hospital; Mrs. Ida 
Hyland, Mary Lane Hospital, Ware, 
Mass.; Linda Wright, Victoria Foun- 
dation, Morris Plains, N. J.; (second 


row, left) Mrs. Carrie Rushing, 
Barnes Hospital, St. Louis; Mrs. Mar- 
tha Ballard, Harper Hospital, Detroit; 
Charlotte Mead, Children’s Ortho- 
pedic Hospital, Seattle; Mrs. Dietz, 
Ovid (Mich.) Nursing Home; Luella 
Smith, Wyandotte (Mich.) General 
Hospital; Winifred Cotta, Swedish- 
American Hospital, Rockford, Ill; 
(third row, left) Julius Barbour, a 
member of the faculty; Evar Over- 
strom, New Britain (Conn.) General 
Hospital; Mrs. Celestia Fender, Iowa 
Methodist Hospital, Des Moines; Mrs. 
Pearl Galloway, Michigan State San- 
atorium for Tuberculosis, Howell; 
Leonard P. Goudy, purchasing spe- 
cialist of the American Hospital Asso- 
ciation and a member of the faculty, 
and Fred Roth of the faculty. Two 
part time students, Mrs. Jeanett Sny- 
der, McLaughlin Osteopathic Hospital, 
and Mrs. Mary Henige, St. Lawrence 
Hospital, both of Lansing, Mich., do 
not appear in the picture. 
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Poliomyelitis—A Serious Outlook 


The nation last month seemed 
headed for one of the worst 
poliomyelitis seasons on _ record. 
Reported cases already have sur- 
passed the expected seasonal in- 
crease for summer and autumn of 
1949 and patients outnumber the 
1948 total for the corresponding 
period. In July, as the Public 
Health Service took close count, it 
was evident that 1949 might be- 
come worse than 1916 or even 1948, 
perhaps the most serious epidemic 
year known. 

The National Foundation for In- 
fantile Paralysis notes, however, 
that now a greater number of polio 
sufferers are taking advantage of 
early hospitalization. General hos- 
pitals apparently are giving great- 
er assistance and facilities are im- 
proving. For the future, a coordi- 
nated program is being planned 
and the foundation is gathering 
information on hospital facilities 
available to polio patients. This is 
an attempt to coordinate care pro- 
grams within states with primary 
and secondary centers for polio 
treatment. 

The primary hospital will be re- 
sponsible for the total continuous 
patient care program including 
diagnosis, treatment and auxiliary 
services such as physical therapy, 
occupational therapy, social serv- 
ice and a school program. Sec- 
ondary hospitals will handle polio 
patients on a short-term basis dur- 
ing an epidemic and patients in 


ee 
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ARMY HOSPITAL wards were converted into polio wards at Camp S 


secondary hospitals will be trans- 
ferred to primary centers as soon 
as their conditions permit and beds 
become available. 

Meanwhile, the foundation is 
doing more than mere planning. 
In 1948 its funds constructed three 
emergency hospitals, one in Texas 
and two in North Carolina. During 
the severe epidemics in both states 
the foundation sent equipment, 
funds and personnel to 26 Texas 
hospitals and to 25 North Carolina 
institutions. Other states also 
benefitted to the extent of their 
needs. 

Teams: The foundation has fi- 
nanced and maintained epidemic 
aid teams for several years. These 
consist of an epidemiologist, ortho- 
pedic surgeon, orthopedic nurse 
and a physical therapist. As sum- 
mer epidemics begin, these teams 
are alerted and, at the request of 
local health authorities, are dis- 
patched to epidemic areas. The 
teams augment the regular staffs 
of the local hospitals or treatnient 
centers. 

To provide even more compre- 
hensive hospital service, the foun- 
dation assists hospitals called on 
to handle epidemic polio. Local 
chapters guarantee payments for 
patients unable to pay for hospital 
care. 

Thus, when last month’s stagger- 
ing totals were announced, the na- 
tion was better prepared than ever 
to meet an emergency. Its prepara- 
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tions, largely due to activities of 
the national foundation, encour- 
aged polio consciousness and de- 
cisions for immediate treatment. 

By July 9, the Public Health 
Service had reported 3,881 cases of 
polio in the United States com- 
pared with 2,878 for the same pe- 
riod last year and a five-year me- 
dian of 1,425. New cases for one 
week mounted to 684 compared to 
510 during the same week in 1948. 
Since the average seasonal low 
week of the disease (the third week 
in March), 2,957 cases had been 
reported compared with 2,530 for 
the corresponding period last year 
and a five-year-median of 1,028. 

Principal areas in which unusual 
incidence was being reported are: 
Texas—Tom Green, Bexar, Dallas, 
Tarrant and Wichita counties; Ok- 
lahoma—Oklahoma, Garfield and 
Caddo counties; Arkansas—Missis- 
sippi and Craighead counties; Min- 
nesota—Hennepin county. To July 
9 only 11 cases had been reported 
as originating in Little Rock, Ark., 
but approximately 100 cases had 
been brought to the Little Rock 
hospitals from other parts of the 
state. 

The foundation worked fast and 
spent more money than ever. In 
one week it shipped 10 respirators 
to epidemic or threatened epidemic 
areas, principally to Arkansas, and 
financial aid totaling $189,565 to 40 
counties in 19 states. 

Last year an estimated total of 
$17,000,000 was spent by the foun- 
dation for patient care. Unfortu- 





utton, N. C., during the 1948 epidemic. The buildings were painted 


white, ramps were built, plumbing and electric services were repaired. The interior was redone and an overhead sprinkler system was installed. 
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nately, the foundation’s eleventh 
annual report revealed that 1948 
expenses had exceeded income by 
$4,250,000. Only reserves accumu- 
lated by local chapters and the na- 
tional foundation made up the defi- 
cit. 

Through the annual March of 
Dimes campaign, the nation’s 2,823 
local chapters raised enough money 
to send more than 11 million dol- 
lars to the national fund. Last 
year’s epidemic was so great, how- 
ever, that 42 states exhausted their 
fund quotas and were forced to 
call upon national headquarters for 
assistance. Two states, North Car- 
olina and California, were given 
more than one million dollars each. 
This year the financial outcome is 
yet uncertain. It is likely that ex- 
penses will again exceed income. 


Increased Payments 


Connecticut hospitals caring for 
state-aided patients will now get 
greater returns for that care. The 
Connecticut legislature has _ in- 
creased the ceiling for payment to 
hospitals for indigent patients 
from $5 to $10 with the one reser- 
vation that the hospital may not 
be paid more than its charges to 
the general public. 


An agreement also was made to 
pay full costs for state-aided pa- 
tients after the next biennium. A 
state hospital cost commission will 
be set up. Hospital patient day 
costs in Connecticut currently are 
averaging $14.98. 


Averted Tragedy 


Another “Effingham tragedy” 
was averted last month at the Ev- 
ansville, Ind., Protestant Deacon- 
ess Hospital. The reason: A pre- 
established emergency evacuation 
plan, functioning with precision, 
permitted the removal of about 120 
of the hospital’s 245 patients. 

The fire, originating in a fourth- 
floor anesthetic storage room broke 
out at 3:58 a.m., July 13. It was 
discovered by an orderly. He noti- 
fied the night surgery nurse, the 
only other person on that floor. She 
turned in an alarm immediately. 
The orderly then manned the 
emergency fire apparatus in the 
hallway, continuing until he was 
knocked down twice by successive 
explosions. The evacuations were 
Made under the direction of the 
director of nurses and the night 
Supervisor. Many of the patients 
did not know of the fire until the 
trouble was over. 
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TELEVISED SURGERY 


The use of television for med- 
ical and surgical teaching was 
demonstrated for the first time 
in Canada when members of 
the Canadian Medical Associa- 
tion met at Saskatoon, Sask., 
recently. 

Two cameras, a control room 
and a transmitter were installed 
at the Saskatoon General Hos- 
pital. The surgical operations 
were televised at the hospital 
and sent by microwave radio 
relay 1% miles to convention 
headquarters. At the hotel head- 
quarters, 12 16-inch screens and 
one 6x 8-foot projection unit 
were installed. 

Programs were broadcast for 
an hour a day during the three 
days of the convention. 














According to Albert G. Hahn, 
administrator, and the Evansville 
Courier, the fire, of yet undeter- 
mined origin, was confined to the 
anesthetic storage room. It was 
brought under control within 45 
minutes. Hospital operations were 
back at normal by 8 a.m. 

An insurance inspector, touring 
the building the following day, 
found conditions under which an- 
esthetic gases were stored to be 
“far superior to the average.” Con- 
struction and_ safety measures 
were considered satisfactory. 


University Training 

Beginning next September, stu- 
dents of the Wyoming County 
Community Hospital School of 
Nursing, Warsaw, N. Y., will have 
the opportunity to attend the Uni- 
versity of Buffalo, N. Y., for the 
first nine months of the three-year 
course. Under the conditions set 
up by an agreement between the 
hospital and the university, the 
student nurses will spend four 
days of each week attending 
classes taught by members of the 
university faculty. The curriculum 
will consist of the _ preclinical 
courses in basic sciences formerly 
taught at the. hospital. Students 
will receive 33 hours of univer- 
sity credit. 

After completing the university 
course, the students will be given 
16 months of instruction and su- 
pervised practice at the Wyoming 
County Community Hospital, and 
three months each at hospitals in 
Buffalo and Rochester. Two 
months of specialized training will 
be given in New York City. 


Drug Law 


The state legislature of Ohio has 
passed a law regulating the han- 
dling, sale and distribution of bar- 
biturates. Effective August 12, the 
State Board of Pharmacy will be 
authorized to enforce the act. It 
will mean that Ohio hospitals will 
be required to keep records of all 
purchases, administered or dis- 
pensed. Records need not be kept 
when the amount administered to 
any one patient does not exceed 12 
grains in any 48 consecutive hours. 

The announcement of the law 
was published in the Bulletin of 
the Ohio Hospital Association. 


Cutter Decision 


Cutter Laboratories pleaded 
nolo contendere in San Francisco 
federal court June 24 in a hearing 
rising out of the contamination 
found last year in flasks shipped 
from the laboratory located in 
Berkeley. 

Officials of the firm said that the 
plea was entered because it would 
serve no useful purpose for the 
company and the government to 
go to the expense of long drawn 
out litigation to establish the exact 
time and place of contamination. 

After the contamination was 
discovered, Cutter Laboratories 
voluntarily recalled from the mar- 
ket all solutions produced in the 
same department. This was done 
to safeguard against any possible 
further contamination. Because of 
the company’s cooperation with 
the Food and Drug Administration 
during the recall program, the lab- 
oratory was assessed a nominal 
fine for each of the six shipments. 


Miners’ Benefits 


Washington headquarters of the 
United Mine Workers Welfare and 
Retirement Fund has disclosed that 
actual extension of medical and 
hospital benefits to employed union 
members and their dependents now 
is under way. Approximately 400,- 
000 miners and 1,500,000 depen- . 
dents in the 26 coal-producing 
states now are potential benefici- 
aries of the program. Its degree of 
effectiveness will be determined, 
in large measure, by the outcome 
of John L. Lewis’ efforts to obtain 
a substantial increase in the oper- 
ators’ present contribution of 20 
cents a ton, by which the welfare 
and retirement system is financed. 

Since its inception, medical and 
hospital care has been limited to 
the disabled and pensioners. It now 
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is being made available to work- 
ing miners and their dependents. 
To start with, however, services to 
this group will be limited to hos- 
pitalization and medical care per- 
formed in hospitals, with home and 
office visits intended for inclusion 
some time in the future. 

Dr. Warren F. Draper, executive 
officer of the medical program, re- 
ports that hospitals, physicians and 


druggists in all of the coal states 
are responding in a highly satisfac- 
tory manner to invitations to par- 
ticipate. 


Dental Program 


Through a new affiliation with 
Northwestern University Dental 
School, juvenile patients of Chil- 
dren’s Memorial Hospital at Chi- 
cago will receive complete and 








NEW 
Rapier-pointed 


"BLUE LABEL’’ 


NEEDLES 






Minimize Trauma, Pain and Leakage 


Conventional hypodermic needles are like miniature biopsy 
needles—they cut out tiny cylinders of tissue removing 
nerve elements. In tissue so traumatized, pain lingers and 
the medication may leak out along the path of the needle. 
The ‘rapier-points and rounded edges of “Blue 
Label” Needles are designed to penetrate by parting 
rather than by painfully slicing tissue fibers. Rapier-points 
are stronger—stay sharp longer because they contain 
more metal than conventional needles. These 
hand-honed needles are subjected to painstaking control 
and inspection at every stage of manufacture to insure 
freedom from chips, burrs and abrasives. Thus, 
“Blue Label” Needles offer hospitals definite savings 
in time and money. Why not order a supply today from 
your nearest surgical supply dealer? J. Bishop & Co. 
Platinum Works, Medical Products Division, Malvern, 
Pa. In Canada: Johnson Matthey & Mallory Co., 
Ltd., 110 Industry Street, Mt. Dennis, Toronto 16. 


BISHOP 


“BLUE LABEL’ NEEDLES 


Made of 18-8, the safe stainless steel 
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modern dental care. Services of 
the clinic are available to child 
outpatients registered with the hos- 
pital for medical and surgical treat- 
ment, as well as to youngsters hos- 
pitalized over long periods of time. 
The clinic staff also will perform 
oral surgery and give treatment 
for cleft lip and palate deformities. 


Employment Act Benefit 


Beginning January 1, 1950, Cali- 
fornia residents. covered by the 
state’s Unemployment Insurance 
Act will be paid a cash benefit of 
$8 for each day of hospital care. 
This new program was carried 
through the California legislature 
during the closing week of the 
regular session as an amendment 
to the cash sickness plan. 

As reported by Thomas F. Clark, 
executive secretary of the Associa- 
tion of California Hospitals, the 
state will provide payment of $8 
per day for a maximum of 12 days’ 
hospitalization upon certification 
of a physician. Dependents of the 
insured are not covered. Likewise, 
sick benefits do not cover many of 
the self-employed and farm groups. 
The cash benefit represents less 
than half the cost of hospital care 
in California hospitals. Average 
patient day costs there are now 
about $20. 


Journalism Award 


The Louisiana State University 
chapter of Sigma Delta Chi, na- 
tional professional journalistic fra- 
ternity, presented its annual award 
for community service to the Star, 
a monthly newspaper, published 
by patients of the United State 
Marine Hospital at Carville, La. 
The Carville hospital is a hospital 
for patients with Hansen’s disease. 

The award was presented for 
outstanding community _ service 
rendered by a nonmetropolitan 
Louisiana newspaper. The Star was 
commended for “campaigning vig- 
orously in clearing up misconcep- 
tions concerning Hansen’s disease.” 


Tuberculosis Unit 


To relieve the present acute 
shortage of beds for tuberculous 
patients, a completely isolated 150- 
bed tuberculosis unit has been es- 
tablished in the Manhattan Gen- 
eral Hospital, New York City. This 
is the first time in the history of 
New York hospitals that a private 
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proprietary hospital has accepted 
city patients. 

The new unit is on the sixth 
floor of Manhattan General and 
functions as a hospital within a 
hospital. Separate admission, kit- 
chen, laundry, operating room, 
laboratory, x-ray and all other fa- 
cilities are maintained for the care 
of these patients. There are large 
wards accommodating no more 
than 10 patients and single-bed 
rooms for seriously ill patients. 


Tie-up in Hawaii 


With the west coast longshore- 
men’s strike nearing the three- 
month stage, hospitals in Hawaii 
are being forced to near-drastic 
procedures to avert a breakdown 
of services. Surface shipping, Ha- 
waii’s main commercial link with 
the world, has been at a standstill 
since April 30 when I.L.W.U. long- 
shoremen threw a blockade around 
the territory. According to Carl I. 
Flath, administrator of the Queen’s 
Hospital at Honolulu, no letup is 
in sight. And though appeals to 
the federal government have been 
made, no specific action to stop the 
strike has been taken. 

Mr. Flath reports that hospitals 
have worked out a plan for sharing 
of inventories, and by mid-July, 
limited relief had been experi- 
enced through Navy relief ship- 
ments. 

“In addition to being handi- 
capped by shortages of food, sur- 
gical and other supplies, the eco- 
nomic structure of territorial 
hospitals is being severely shak- 
en,” he said. 


School Affiliation 


The Loretto Hospital and the 
Stritch School of Medicine of Lo- 
yola University, both of Chicago, 
have announced their affiliation. 
This is the second step in the for- 
mation of the new Loyola Uni- 
versity hospital group. Last fall 
the University Hospital was made 
available to the school as a teach- 
ing and research unit. 

By terms of the agreement, the 
educational program at Loretto for 
the training of young physicians 
will be greatly broadened. Under 
this system, house physicians will 
have the opportunity of rotation 
between the Loretto Hospital and 
the University Hospital. They will 
also have an opportunity to obtain 
wider experience in a greater va- 
Tiety of diseases and patients. 
Sister Mary Stephanie, C.S.C., 
is the administrator of Loretto 
Hospital. 
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EXPLOSION-PROOF SAFETY * 
PLUS COLOR-CORRECT LIGHT 


AND EASY MANEUVERABILITY 
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Every part of the Castle “52” SAFELIGHT is designed for utmost 
ease in adjustment. Any angulation in any position from a low of 
38” to a high of 87” can be obtained immediately and easily be- 
cause both the pantograph arm and the telescopic upright are 
counter-balanced. Flexibility gives better illumination deep into 
any cavity; ease in movement saves precious time in surgery. 
Castle SAFELIGHTS have “universal focus”—the light does not 
require refocusing for various distances; the 17” reflector and 
ingenious optical system give good shadow reduction; special 
filters block off infra-red (heat) waves and eliminate excessively 
yellow light rays to produce a cool, color-corrected beam. 


*Castle SAFELIGHTS comply with Underwriters’ Labora- 
tories requirements for use in Class 1, Group C, Hazardous 
Locations, which covers conditions found in operating 
rooms where inflammable anesthetic gases are used. 


Ask your Castle dealer for an actual demonstration of the new Castle SAFELIGHTS 
or write: Wilmot Castle Co., 1276 University Ave., Rochester 7, New York. 
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Health Conference 


The American Public Health As- 
sociation has made tentative plans 
for a national conference at which 
the current health and medical 
care problems now facing the na- 
tion would be discussed. 


Dr. Hugh R. Leavell, chairman 
of the executive board of the Amer- 
ican Public Health Association has 
invited the American Hospital As- 
sociation, the American Medical 
Association and the American Pub- 
lic Welfare Association to join as 
sponsors of the conference. These 
groups, with other professional 
groups.and representatives from 


management, labor, farmers and 
other consumer organizations, 
could determine the points of 
agreement and disagreement at 
such a meeting. 


Need for Male Nurses 

Because of the increased demand 
for male nurses, the Hotel Dieu 
School of Nursing at New Orleans 
will accept male students for the 
regular three-year course, this 
month. The new ruling will make 
the Hotel Dieu School of Nursing 
coeducational for the first time in 
its 50-year history. The male stu- 
dents will study the same curric- 
ulum as is given to women stu- 
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/ @ Surgical Instruments. You can expect years of dependable service from 
precision-made instruments--and HASLAM’S ARE PRECISION-MADE. 


i FRED HASLAM & Co. INC. 


83 PULASKI STREET 


DEPENDABILITY / | 


HASLAM’S | 
RING HANDLED FORCEPS 


Artery, Biopsy, Clip, Ear, Eye, Gall Stone, Intestinal, Kidney, Nasal, Needle 


Holder, Rectal, Splinter, Sponge, Tenaculum, Tissue, Tongue, Vulsellum, etc., etc. 


Q ARE DEPENDABLE! | 


100 years of experience and technical research are built into HASLAM’S Vi 
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Haslam’s fine Surgical Instruments are sold by accredited Surgical Supply Distributors 
and are advertised in leading Hospital and Surgical Journals. fl 





dents, with the exception of ob- 
stetrics and gynecology. Male stu- 
dents will be housed in the hospital 
and will be assigned duty on 
wards devoted to the care of male 
patients. 


Grant for Recruitment 


The Committee on Careers in 
Nursing has received a grant of 
$18,500 from the National Foun- 
dation for Infantile Paralysis to 
assist in its program for the re- 
cruitment of student nurses. 

The 1949 campaign is the first 
for which the committee has as- 
sumed responsibility. In 1947 and 
1948, the American Hospital Asso- 
ciation sponsored the annual re- 
cruitment drive. 


Student Grants 


A grant of $5,700 to establish 
financial assistance for students 
who wish to enter a three-year 
nursing school has been made 
available by the Pittsburgh Foun- 
dation’s Wherrett Memorial Fund. 
The grant, which will be admin- 
istered through the Hospital Coun- 
cil of Western Pennsylvania, will 
provide scholarships for student 


‘nurses in hospital schools of nurs- 


ing in Allegheny County. 


Honor Address 


Alumni. of the graduate course 
in hospital administration at the 
University of Chicago have taken 
steps to establish an annual ad- 
dress which will honor Dr. Arthur 
C. Bachmeyer, head of the Univer- 
sity of Chicago department of hos- 
pital administration and director 
of the university clinics. To be 
known as the Arthur C. Bach- 
meyer Address, it will be delivered 
at the annual meeting of the 
American College of Hospital Ad- 
ministrators as a tribute to the 
leadership Dr. Bachmeyer has 
given to the field of hospital ad- 
ministration. 


Award Winner 


Don E. Francke, chief pharma- 
cist of the University of Michigan 
Hospital at Ann Arbor, and editor 
of the Bulletin of the American So- 
ciety of Hospital Pharmacists, has 
been awarded the 1948 J. Leon 
Lascoff Memorial Award for his 
contributions to professional phar- 
macy. Mr. Franke is a member of 
the American Hospital Association. 
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AreYou as PROUD 


of your washrooms as you are 
of your OPERATING ROOMS? 


OR 4 6235 
Do kh. 
they 
look 
like 
> this? 








Towel-littered floors reflect poor management on the 
minds of patients and visitors, some of whom may be 
prospective endowers. The towel disposal unit means 


ANOTHER FIRE HAZARD. Remember Effingham! 





Here’s good public relations plus a 24-hour automatic 
service for employees, patients and visitors. 


With ELECTRIC-AIRE Hand Dryers, towels are elimi- 
nated. Also their fire and toilet clogging hazards. 
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Evapo Hand Dryers 
Do these 4 things for 
Hospitals 


1, Impress the public with tidi- 
ness, sanitation, safety, good 
management. 


dithece Well Mounted, 2. Eliminate a constant fire hazard. 


a pact. Size 674” x- 3, Eliminate towel-clogged toilets 
—hence costly plumbing bills. 


Save 85% to 90% of towel costs 
and all their annoyances. 


Backed by 28 years 
electric dryer experi- 
ence and 2 year guar- 4 
antee. . 


ELECTRIC-AIRE Hand Dryers provide thoro-dry hands 
in as little as 20 seconds—CHAP-FREE. They soon pay 
for themselves in money saved. Approved by Underwriters’ 
Laboratories. Easily installed in old or new buildings. 


ELECTRIC-AIRE Hair Dryers 


Your nurses and convalescent patients will appreciate this 
service. Dries hair quietly in 3 to 5 minutes, reducing colds. 
Both coin and free service types available. 


Send for full information about ELECTRIC-AIRE heavy 
— Hand and Hair Dryers. ARCHITECTS! Ask for AIA 
ile 31-L. ; 


Electric-Aire Engineering Corp. 


Phone WEbster 9-4564 209 W. Jackson Blvd. 
CHICAGO 46, ILL. 
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"Sparkling, New _ 
STAINLESS STEEL 
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The Ultimate in 


FULLEST MEASURE 
of PROTECTION 


from Infectious Waste 








Is Assured 
Only the finest quality 
stainless steel is used— 


corrosion resistant and 
highly polished for easy 
cleaning and continued 


bright lustre. 
No crevices 
for dirt to col- 
lect. Inner 
pail in Model 
M-20-AS is 


- Richness, Elegance and 
; Durability 





MODEL M-20-AS 
Height 26”; 10” Square 


round for easy cleaning — and leak- 


proof. 


HANDS NEVER TOUCH 


Model “H” has a single handle designed to carry 
entire can, also to remove wraetai 
inner pail. Hands do not 
contact infectious waste. 


Both models 
also available 
in white and 
other finishes. 
Your dealer 
can supply all 
sizes. Folder 
S-327 on re- 


quest. 


271 Chicago Street a 





INNER PAIL 


MODEL H-20-AS 
Height 1714”; Dia. 11%” 


MASTER METAL PRODUCTS, INC. 


Buffalo 4, N. Y. 
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Another Milestone 


Another milestone in the Hos- 
pital Survey and Construction Act 
program was passed last month 
with the announcement early in 
July that all but $95,581 of the 
$75,000,000 available for the allo- 
cation to states had been obligated 
during the fiscal year that ended 
June 30. 


Wisconsin permitted the lapse of 


$66,345 and the Virgin Islands, 
$29,065. These two items account 
for the nonallocated money. 

A state-by-state report on par- 
ticipation in the construction pro- 
gram is being prepared by the 
Public Health Service’s Division 
of Hospital Facilities and is expect- 
ed to be published this month. (For 
a review of the proposals for ex- 
tending and strengthening the 
Hill-Burton Act, see page 102.) 
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These new LIFE LONG single pedestal overbed tables and easy chairs 


te as 


give is i 





ts added comforts making them feel “at home” . 


in the hospital. The entire Life Long line of beds, bedding and furniture — 
is constantly changing to meet new hospital needs. 
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Two Firsts 


The first hospitals to be con- 
structed with Hill-Burton funds in 
Oregon and Illinois now are un- 
derway. In Oregon the first feder- 
ally aided hospital will be ready 
early this fall. The hospital at 
Tillamook has 75 beds and is being 
built at a cost of $1,175,000. Anna 
Wilde, R.N., is the administrator. 

Construction started on the first 
Illinois hospital approved under the 
Hill-Burton Act when _ ground- 
breaking ceremonies were held re- 
cently for the new Good Samaritan 
Hospital at Mount Vernon. The 
new hospital will be a four-story 
building, have 120 beds and cost 
about $2,000,000. 


Campaign Results 


During the past year, com- 
munities throughout the country 
have been busy with fund-raising 
campaigns for new hospitals, ad- 
ditions or remodeling. Below are 
listed some of the recent projects, 
goals and subscriptions to date. 


Sub- 
Project Goal scription 
York (Pa.) Hospital— 
patient’s building and 
nurses’ school and 
Lee $2,000,000 $2,574,000 
New hospital 
Greenwich, Conn. .......... 3,750,000 3,564,390 


Expansion of Washing- 
ton County Hospital, 
Hagerstown, Md. ......: sane 1,250,000 1,460,000 
Enlargement of Clinton 
(Mass.) Hospital ......... ; 
Reconstruction and 
modernization of 
Boston Lying-in 
ORS aR 
Enlargement of 
Danville (Va.) 
Memorial Hospital ........ 1,500,000 1,500,000 
New hospital, 

Newport, N.H. _.............. ; 
Expansion of New 
Castle (Pa.) Hospital .... 


275,000 280,000 


400,000 441,000 


350,000 279,811 


595,000 657,219 


New York Center 


Last month ceremonies were 
conducted to signal the start of 
construction of the first unit of the 
building and development pro- 
gram of the New York University- 
Bellevue Medical Center. Actual 
destruction of several buildings at 
the site of the center officially 
started the clearance operations. 
Construction of the Institute of Re- 
habilitation and Physical Medi- 
cine, first building to be started, is 
expected to get underway within 
30 to 60 days with completion 
scheduled for September 1950. 


According to E. A. Salmon, di- 
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DePuy Hyperextension Frame 


Similar to Goldthwaite Irons, but 
adjustable to individual cases. 





Over Fifty Years No, 197—For long or short body casts, furnished with three sets of 
of Service to spring steel bars, 24 in., 18 in., and 14 in. Weight only 14 lbs., but will 
ite support several hundred lbs. Hyperextension may be increased or de- 
Write for frac- creased by a turn of the wheel without removing patient from frame. 


ture catalog. . Visit Our Booth, No. 137-9, A.H.A. Convention, Cleveland, Sept. 26-29 


DePuy Manufacturing Co., Warsaw, Ind. 
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rector, the medical center, a new 
patient pavilion at the present 
Bellevue Hospital and a new vet- 
erans’ hospital will cover more 
than 40 acres. The total cost of 
the project will be approximately 
one hundred and twenty four mil- 
lion dollars.-The center will have 
beds for about 4,600 patients, a 
staff of 1,200 doctors and facilities 


to provide for the medical and hos- 
pital needs of more than a million 
people. 


Bonds for Building 


To provide adequate care for the 
indigent sick of Dallas County, 
Texas, a $3,000,000 bond issue was 
passed recently. This supplements 
a 1945 bond issue of $7,000,000. 





Quafity 


BARDSUS.CI. Woven Catheters 
BARDEX Rubber Catheters. 


The Design and Distribution 
of Fine Quality Catheters 


is Our Sole Business 
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C. R. BARD, Inc., Summit, N. J. 


Distributors for UNITED STATES CATHETER & INSTRUMENT CORP. 
THERE 18 NO SATISFACTORY SUBSTITUTE FOR QUALITY 









The total sum will be used fo: 
a new Memorial Hospital; a new 
nurses’ home and school; remod- 
eling of,the present general hospi- 
tal, Parkland Hospital, and remod- 
eling of the Convalescent Hospital. 
When the project is completed, the 
Dallas city-county hospital system 
will have a total of 1,225 beds and 
bassinets as compared with the 
present 651 beds and bassinets. 


Contest Winners: 


Winners of an_ intercollegiate 
competition among southern archi- 
tectural schools sponsored by the 
Southern Conference on Hospital 
Planning, have been announced. 
The top awards were presented to: 

First prize, James G. Cheyne Jr., 
Alabama Polytechnic Institute, 
Auburn; second prize, Carroll C. 
Harmon, North Carolina State Col- 
lege, Raleigh; third prize, Fred L. 
Harrison, Georgia Institute of 
Technology, Atlanta. 


Project Applications 


Following is a list of project 
construction applications approved 
by the Public Health Service under 
the Hill-Burton Act. The list is 
divided by states and carries the 
following information in order: 
Name of institution, city, type of 
facility to be built, number of beds, 
type of ownership, estimated total 
cost and estimated federal share. 
This is a continuation of the list 
which appeared on page 120 of 
HOSPITALS for June. 


ALABAMA 


Mobile Psychiatric Receiving and Diag- 
nostic Unit; mental; 20; city-county; $135,- 
000; $30,000 (1948 budget); $15,000 (1949 
budget). : 

ARKANSAS 

Washington County Memorial Hospital, 
Fayetteville; general; 49; county; $447,827; 
$149,275 (1948 budget). 

Cross County Hospital, Wynne; general; 
25; county; $297,043; $97,043 (1949 budget). 


CALIFORNIA 
Trinity County Hospital, Weaverville; 
general; 20; county; $334,097; $111,365 
(1948 budget). . 
Biggs Gridley Memorial Hospital, Grid- 
ley; general; —; nonprofit; $378,385; $20,- 
000 (1949 budget). 


GEORGIA 
Griffin-Spalding County Hospital, Grif- 
fin; general; 100; county; $1,291,491; $430,- 
497 (1949 budget). 
Mitchell County Hospital, Camilla; gen- 
eral; —; county; $39,000; $13,000 (1948 
budget). 


ILLINOIS 


Good Samaritan Hospital, Mount Ver- 
non; general; 100; nonprofit; $2,100,000; 
$424,546 (1948 budget); $275,453 (1949 


budget). 
IOWA 


{ Loring Memorial Hospital, Sac City; 
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“Yes, everything is all right,” for the 
hospital staff too, when Deknatel, the orig- 
inal “Name-On” beads are sealed on baby 
at birth. Virtually indestructible, these 
sanitary, attractive, inexpensive beads have 
won the confidence of nurses and mothers 
for more than a quarter of a century. A 
fine American product, originated and 
produced by J. A. Deknatel & Son, Queens 
Village 8, Long Island, N. Y: 


-THE ORIGINAL 
““NAME-ON” BEADS 


‘ ) Everything’s All Right!" 





Your Surgeons Thank You For Almost Barehand 


” ped 
2 Rolipret 





oNEER 


- Surgica 


They know Rollpruf’s sheerness gives finger-tip sensi- 

tivity, that they always fit smooth and snug. That’s why 

more and more surgeons ask their surgical buyers to 

specify Rollprufs. 

There are other reasons, too: 

@ Rollpruf’s flat-banded cuffs won't roll down and annoy 
during surgery. 

@ Banded wrists also reduce tearing. 


The Pioneer Rubber Company) e 


\ Gloves 


“ 


y, 


See our complete 
Surgical Glove Cata- 
log in Hospital Pur- 
chasing File. 


@ Rollprufs are processed fo stand extra sterilizings. 

@ Made of DuPont neoprene (in the new hospital green color 
for easy sorting) or pure latex. 

@ Neoprene Rollprufs are free of dermatitis-inducing allergen 
sometimes found in natural rubber. 


Adopted by many hospitals everywhere, Rollprufs are 
more for your money. Specify Rollprufs — insist on them 
from your supplier — or write us. 


749 Tiffin Road 4 Willard, Ohio 
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general; 34; nonprofit; 
(1948 budget). 
KENTUCKY 
Flaget Memorial Hospital, 
general; 33; nonprofit; 
(1949 budget). 
Louisville General Hospital; general; 
county-city; $195,000; $65,000 (1949 budget) 


Bardstown; 


LOUISIANA 
Central Louisiana State Hospital, Pine- 
ville; mental; —; state; $25,937; $8,384 
(1948 budget); $260 (1949 budget). 
MASSACHUSETTS 


Brockton Hospital; general; 41; non- 
profit; $907,000; $100,000 (1949 budget); 
$150,000 (1950 budget). 

Bon Secours Hospital, Methuen; gen- 
eral; —; nonprofit; $604, 297; $201,432 fsa 


budget) 
MICHIGAN 


St. Joseph’s Hospital, Hancock; general; 
160; nonprofit; $2,500,000; $121, 736 (1949 





$307,000; $100,000 





$368,500; $122,833 





budget); $711,596 (1950 budget). 
Mercy Hospital, Manistee; general; 64; 
nonprofit; $750,000; $250,000 (1949 budget). 
Schoolcraft Memorial Hospital, Manis- 
tique; general; 3 county; $437,931; $145,- 
977 (1949 budget 
_The Three Rivers Hospital; general; 35; 
city; $460,000; $153,333 (1949 budget). 


MINNESOTA 


University of Minnesota Health Service, 
Minneapolis; health center; —; state; $893,- 
661; $291,801 (1948 budget). 


MISSISSIPPI 


Holmes County Health Center, Lexing- 
ton; health center; —; county; $46,560; 
$15, 520 (1948 budget). 

Neshoba County Health Center, Phila- 
delphia; health center; —; county; $60,- 
313; $20,104 (1948 budget). 


MISSOURI 


St. Louis Health Centers; health center; 
—; city; $965,000; $322,000 (1948 budget). 
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Who is the High Salaried Man in Your Office? 


Style-Master Steel Execu- 


Style-Master Steel equip- 


BLUEPRINT FOR SAVING 
















ment shown in sketch. 











The answer, of course, is you. When you 
figure your salary by the hour it makes 
impressive reading—and is the best rea- 
son for surrounding yourself with work- 
ing tools that save you time. 

“Y and E” functional office equipment 
is designed to make it easy for you to 
get things done. From the efficient layout 














of the easy-sliding drawers to the rest- 
ful Neutra-tone gray color, “Y and E” 
equipment works with you. It makes your 
time more productive. It helps you sell 
your ideas—because the appearance of 
a “Y and E” office reflects your good 
taste and success, 








Also Makers of Quality Filing saigsis and Supplies 





YAWMAN «> FRBE MFG.(0. 


1061 JAY STREET, ROCHESTER 3, N. Y., U. S. A. 





e Consult the classified 
section of your telephone 
directory for your nearest 
“Y and E” dealer. Look 
under Filing Equipment, 
Office Equipment. 











NEBRASKA 
Community Memorial Hospital, Craw- 
ford; general; 12; nonprofit; $193,138; $55, - 
499 (1949 budget). 


NEW JERSEY 
eee a Memorial Hospital, 
Cape May use; general; 40; non- 
profit; $653, rtrd Pest 974 (1949 budget). 


NEW YORK 
Genesee Memorial Hospital, Batavia; 
general; 110 nonprofit; $1,460,322; $486,774 
(1948 budget). 


OKLAHOMA 


Central State Hospital, Norman; mental; 
—; state; $780,000; $260,000 (1949 budget). 
Pog General Hospital, Oklahoma City; 


urse facilities; —; nonprofit; $351,624; 
$117, 208 (1949 Dudgel). 
PENNSYLVANIA 
Wayne County Memorial Hospital, 


Honesdale; general; 61; nonprofit; $790,449; 
$263,483 (1948 budget). 


RHODE ISLAND 


Newport Hospital, Newport; general; 
—; nonprofit; $121,500; $17,000 (1948 bud- 


get) 
SOUTH CAROLINA 
Oconee Memorial Hospital, Seneca; gen- 
eral; 40; nonprofit; $203,000; $67,666 (1949 
budget). 
The Tuomey Hospital, Sumter; general; 
25; nonprofit; $300,000; $100,000 (1949 


budget). 
WEST VIRGINIA 
Raleigh-Boone Hospital, Whitesville; 
general; 100; nonprofit; $1,480,000; $491,- 
666 (1948 budget). 





CURRENT LISTING OF 
NEW MEMBERS 











INSTITUTIONAL MEMBERS 


ARIZONA 
Nogales, St. Joseph’s Hospital 

ARKANSAS 
Siloam Springs, City Hospital 

CALIFORNIA 


Blythe, Paio Verde Hospital 
Los Angeles, Hospital Council of Southern 
California 
San Rafael—San Rafael General Hospital 
COLORADO 
Grand Junction—Veterans Administration 


Hospital 
WASHINGTON, D. C. 
Wells Organizations, Inc. 


FLORIDA 
Punta Gorda, Charlotte Hospital 
GEORGIA 
Dublin—Veterans Administration Hospital 
MASSACHUSETTS 


Boston—Federal Security Agency Region 1 
Danvers—Hunt Memorial Hospital 
Newtonville—Charles A. Haney & Associ- 
ates, Inc. 
MICHIGAN 


Detroit, Holy Cross Hospital 
Northville, William H. Maybury Sanato- 
rium 
MISSOURI 


St. Louis, St. Anthony’s Hospital 
NEW MEXICO 
Espanola—The Espanola Hospital 
NEW YORK 
Brockport, Lakeside Memorial Hospital 


NORTH CAROLINA 
Greensboro—Central Carolina Convales- 
cent Hospital, Inc. 
OHIO 
Cleveland—Federal Security Agency Reg- 


ion ? 
Columbus, Hospital Facilities Office, Ohio 
Dept. of Health 
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BAKER SCAFFOLDS 


For cleaning, painting, wiring, repairing 
or doing a hundred-and-one other jobs, 
the Baker Scaffold is a must in every 
building or institution. 


They are easily handled, carried on 
standard elevators, rolled through stand- 
ard doorways and are readily stacked 
for height and to cover any floor area. 
Their “no x-brace” construction allows 
them to span desks, tables and furniture 
so that they can be moved about in oc- 
cupied areas with a minimum of dis- 
turbance or displacement. Write today 
for Bulletin 492. 








Distributors in Principal Cities 






Listed under Reexamination Service 


SLI 
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Underwriters’ Laboratories, Inc. 








A-J A PLUS SERVICE 


Preliminary study without cost 






Specialized training program 






Counsel during collection 






Valued by-products 







Widened contacts 


Deeper interest 







New friends 






Your hospital can also win with A-J A 


Ask for “Hospital Plan” 











ADERTON-JOHNSON ASSOCIATES 
U. S. F. and G. Building 
HARRISBURG, PENNSYLVANIA 
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Easier on Docior’s Eyes 


GREEN 
Operating Room 


LINENS 


e Sheets—Lap, Gyne 















e Surgeon's, Nurse's Gowns 
e Towels, Gloves, etc. 


Write for Samples and Prices 


Established 1898 H8-49 


an | Be Be 


uk Company 





303 W. Monroe St. Chicago 64, Ill. 
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Fund Raising 
Counsel 





For a quarter century our cam- 
paigns have succeeded not only 
fmancially, but in the excellent 
public relations we have established 
for our clients. 

Consultation without obligation 


or expense. 

‘| ae | 
CHARLES A. HANEY 
x ASSOCIATES, INC. 


259 Wainut St. « Newtonville, Mass. 
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Cut “costs and increase patient comfort by 
using Clarvan’s Hospital Mattress Covers. 
There’s nothing finer on the market. Fabri- 
cated of virgin Vinyl and designed for dur- 
ability, they slip on and off in a jiffy. 
Smoothly, firmly held in place to provide 
perfect mattress protection and comfort. All 
seams are electronically welded — Clar- 
van's Hospital Mattress Covers will last in- 
definitely. Easily sanitized . . . available 
in 3 standard sizes and two weights of film. 
Savings are high and mattress maintenance 
cost amazingly low when you adopt Clar- 
van Hospital Mattress Covers. Obtain com- 
plete details today from your hospital sup- 
ply source or write direct. 
Approved by Better Fabrics Testing Bureau 
Other Clarvan 
Hospital Supplies 
* Pillow Covers 

prons 


CLARVAN CORPORATION 


MILWAUKEE, WIS. 














PENNSYLVANIA 


Allenwood—Devitt’s Camp for the Treat- 
ment of Tuberculosis 


RHODE ISLAND 
Providence—Veterans Administration Hos- 


pita 
SOUTH DAKOTA 
Sioux Falls—Veterans Administration Hos- 


pital 
TENNESSEE 
Erwin—Erwin Community Hospital, Inc. 
TEXAS 
Hamilton, Hamilton Clinic and Hospital 
WISCONSIN 
Clintonville, Clintonville Community Hos- 
pital 
CUBA 
Havana, Hospital Las Animas 
INDIA 


Bombay—Masina Hospital 


PERSONAL MEMBERS 


Ackerman, Robert—Field Supv.—Hospital 
& Clinic. Admin., Veterans Administra- 
a Branch Office No. 2—New York 

ity 

Antley, Hampton L.— Asst. Registrar — 
Oliver General Hospital—Augusta, Ga. 

Atwell, J. M.—Bus. Mgr.—E. W. Sparrow 
Hospital—Lansing, Mich. 

Avery, Alfred H. — Trustee — Malden 
(Mass.) Hospital 

Baehr, Carl A.—Chief Engineer—Delaware 
Hospital—Wilmington 

Bakko, Orville E.— Admin. Intern — State 
Univ. of Iowa Hospitals—Iowa City 

Beaulieu, Albert L.—Admin. Asst.—Frank- 
lin County Public Hospital—Greenfield, 


Mass. 

Beck, Fred C.—Trustee—Brightlook Hospi- 
tal—St. Johnsbury, Vt. 

Beddoe, Robert E., M.D.—Dir. Hosp. Serv. 
Admin. Dept.— Oklahoma Baptist Uni- 
versity, Shawnee, Okla. 

Beeby, Nell V.—Editor—American Journal 
of Nursing—New York City 

Benson, Woodrow W.— Mgr.— Elks’ Con- 
valescent Home—Boise, Idaho 

Berkowitz, M. E.—Admin. Officer—U. S. 
Marine Hospital, Public Health Service, 
New Orleans, La. 

Bess, Thomas, Jr.—Asst. Admin.—Potomac 
Valley Hospital—Keyser, W. Va. 

Betterly, John A.—Supt.—West Side Hos- 
pital—Scranton, Pa. 

Betts, Ralph R.—Admin. Asst.—Glens Falls 
(N.Y.) Hospital 

Blow, Thomas H. — Trustee — Brightlook 
Hospital—St. Johnsbury, Vt 

Bomen, James Y.—Exec. Asst.—IJ.ouisiana 
State University Hospital — University 
Station, Baton Rouge 

Borromeo, Sister M.—Supt.—St. John’s Hos- 
pital—Longview, Wash. 

Braswell, Taylor O.—Admin. Intern—Com- 
munity Hospital—Battle Creek, Mich. 

Brazier, Myron W.—Stu. in Hosp. Admin. 
—University of California, Berkeley 

Brooks, Mrs. John Wendell — Sec. Bd. of 


Trustees — Syracuse (N. Y.) Memorial 
Hospital 

Brown, Susan Hayward (Mrs.) — Record 
— (Mass.) City Hos- 
pita 


Butler, Sam M.—Exec. Dir.—West Georgia 
Hospital Service Assn., Inc.—Swift Build- 
ing, Columbus 

Campbell, Henry G.—Registrar—Veterans 
Administration Hospital—Rutland 
Heights, Mass. 

Carroll, Francis Brian, M.D.—Branch Med. 
Dir.—New England Area, Veterans Ad- 
ministration—Boston, Mass. 

Case, Brother Silverius—Admin.—Alexian 
Brothers Hospital—St. Louis 

Chase, Irene Elizabeth—Supt., Nantucket 
(Mass.) Cottage Hospital 

Connelly, Harry M.—Public Rel. Dir. — 
Union Hospital—Lynn, Mass. 

Connor, Myra G. (Mrs.)—Housekeeper— 
Haynes Memorial Hospital — Brookline, 
Mass. 

Cooper, John Herbert—Student—Univer- 
sity of Chicago 

Cooper, Lenna F.—Consulting Dietitian— 
Montefiore Hospital—New York City 

Cooper, Wilma M.—Act. Admin.—Women 
& Children’s Hospital—Chicago 

Copeland, C. E.—Supt.—Missouri Baptist 
Hospital—St. Louis 

Corbett, Reta A. — Supt. — Stillman In- 
firmary (Harvard University) — Cam- 
bridge, Mass. 

Cotlow, P. M.—Admin.—Summit Rest Hos- 
pital—St. Paul, Minn. 

Craig, Della M.— Asst, Admin. — Cody 

(Wyo.) Hospital 





Craig, Orville F.—Admin.—Cody (Wyo.) 
Hospital 

Crider, John H. — Trustee — Peter Bent 
Brigham Hospital—Boston, Mass. 

Cronin, Warren T.—Pers. Officer—Veterai's 
Administration Hospital — Rutland 
Heights, Mass. 

Crowell, George A.—Pres. Bd. Directors — 
Jordan Hospital—Plymouth, Mass. 

Cushman, George W.—Bus. Mgr. and Treas, 
—Jordan Hospital—Plymouth, Mass. 

Damiani, Eileen G.— Admin. Intern — St, 
Luke’s Hospital—Chicago, IIl. 

Davis, F. Gordon—Pub. Rel. Dir.—Cleve- 
land Hospital Service Assoc. 

Duke, Albert E.—Exec. Dir.—Ivy Hall, 
Part Entrance—Bridgeton, N. J. 

Egan, Mrs. Purina—Supt.—Nassau County 
Hospital—Fernandina, Fla. 
Ernst, I, L.—Asst. Admin.—Monmouth Me- 
morial Hospital—Long Branch, N. J. 
Evans, Austin J.—Student—Hospital Ad- 
ministration—Yale University—New Ha- 
ven, Conn. 

Fabisak, Theodore W.—Exec. Secy.—Mas- 
sachusetts Hospital Association—Boston 

Fahey, Fred—Memb. of Hosp. Council— 
Booth Memorial Hospital — Brookline, 
Mass. f 

Farrant, James Sidney — Student — Hosp. 
Admin—University of Chicago 

Fernandez, Fernando Lopez, M.D.—Direc- 
tor — Hospital “‘Las Animas’ — Havana, 
Cuba 

Forsberg, Flora E.—Purchasing Agent— 
Jewish Hospital—Louisville, Ky. 

Freeman, Donald R.—Admin. Intern—Uni- 
versity of Minnesota Hospitals—Minne- 
apolis 

Freudenberger, Berenice L., R.N.—Dir.— 
St. aaa Park, Long Island, 


ae 

Fulcher, R. B.—Graduate Student, Hosp. 
Admin. — Northwestern University, Chi- 
cago, Ill. 

Galloway, Robert W.—Field Superv.—Hos- 
pital Operations—Branch Office No. 6— 
— Administration — Columbus, 

io 

Gaston, William G., Jr.—Compt.—Druid 
City Hospital—Tuscaloosa, Ala. 

Gates, Kermit H., M.D.—Graduate Student 
University of California, School of Pub- 
lic Health, Hospital Administration — 

thea te . ‘in : 
auntt, arry _— min. — Sylacau 
(Ala.) Hospital p ” 

Glover, E. Elwin—Supt.—Samaritan Hos- 
pital—Troy, N. Y. 

Goetsch, Harold E.—Admin. Asst.—Blue 
— Plan for Hospital Care, Chicago, 


Gorby, John H.—Admin.—LaMesa (Calif.) 
Community Hospital 

Grace, John (Brigadier)—Mem. of Hospi- 
tal Council—Salvation Army Home and 
Hospital—Buffalo, N. Y. 

Griffin, Leslie B.—Chief, Special Services 
—Veterans Administration Hospital, Bed- 
ford, Mass. 

Griggs, Howard S.—Ass’t. Bus. Mgr.—Oak- 
land County Tuberculosis Sanitarium— 
Pontiac, Mich. 

Groner, Pat Neff —Admin.— Barre (Vt.) 
City Hospital 

Halstead, Edward Grey—Architect—River- 
side, Ill. 

Haugh, Thomas B.—Comptroller—Pennsyl- 
vania Hospital—Philadelphia. 

Helander, Mildred — Supt.— Lake Chelan 
Community Hospital—Chelan, Wash. 
Herbert, John W.—Asst. Exec. Dir.—Flor- 
ida Hospital Service Corporation—Jack- 

sonville 

Horne, Betty L.—Student—Hosp. Admin.— 
Yale University—New Haven, Conn. 

Hough, Charles C.—Dir.—Retreat for the 
Sick—Richmond, Va. 

Hunt, Robert A—-Admin.—Hospital Survey 
& Construction — Utah State Dept. of 
Health, Salt Lake City 

Inglis, Delcie C.—Secy. Treas. — Florida 
a Board Exam. for Nurses—Jackson- 
ville 

Jackson, Maurice W.— Asst. Admin. — 
Queen’s Hospital—Honolulu, T. H. 

James, Genevieve C.—Pers. Dir.—Michael 
Reese Hospital—Chicago, II. 

James, John T.—Student-Program in Hosp. 

dmin.—Northwestern University—Chi- 
cago 

Jess, (Rev.) Alfred W.—Bishop’s Rep.- 
Hospital Association, Diocese of Cam- 
den, N. J. 

Johnson, Hubert—Supt.—Methodist Home 
Hospital—Waco, Texas 

Johnson, Richard L.—Stu. in Hosp. Ad- 
min.—University of Chicago 

Kaiser, Robert H.—Asst. Admin.—George 
F. Geisinger Memorial Hospital — Dan- 
ville, Pa. 

Kotzen, Sanford—Admin. Asst.—Hartford 
Memorial Hospital—Havre de Grace, Md. 

Krauss, Herbert M.—Admin.—Burlington 
Iowa Protestant Hospital 
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Blankets, Bedpans, 
Solutions, Drying 


No. 7040 H 


Operates on radiant 
heat principle. Heat 
uniformly distributed. 
Low air velocity curbs 
flotation and impinge- 
ment of lint and dust. 
No hot spots or possi- 
bility of scorching. Re- 
cessed thermometer in 
door. Electrically heat- 
ed by Coben self con- 
tained power unit with 
thermostatic automatic 
temperature control. 
Efficient and economi- 
cal in power consump- 
tion. Also made for 
heating by steam man- 
ual control. 


NEW WARMING CABINETS 











BROOKLYN HOSPITAL EQUIPMENT CO., INC. 
192 LEXINGTON AVENUE — NEW YORK 16 
General Offices and Factory — Johnstown, Pa. 
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JACKSON DISHWASHERS 

















MODEL 1-A 


Ideal for diet kitchens, and for 
smaller central kitchens. Larger 
models available for greater 
volume. Complete line of dish- 
washing accessories including 
dish tables, automatic timers, 


immersion heaters. 





are perfect for 
hospital use 


hecaudse they 


e@ Are compactly designed to 
save space. 


Are easily installed for 
straight-through operation, 
or in corner locations. 


Do a fast, thorough job 
with complete sanitation. 


Save on time, labor, break- 
age and hot water. 


Cost LESS to buy, install, 
operate and maintain. 


Hospitals the nation over have 
found these modern high-speed 
machines the perfect answer 
to dishwashing problems. You 
too, will do a better job for 
less money with JACKSON 
DISHWASHERS. 


Write lodzy 


to Dept. H-2 for full details on 


all models. 


















ETHYL CHLORIDE 


U.S. P. 

The Ohio bottle of Ethyl Chloride (100 grams) “fits 
the hand like a glove“ —provides maximum surface 
for hand heat—and the broad base minimizes 
accidental tipping. Dependable spray is assured 
by the improved leak-proof closure. 

Rigid testing and checking of Ohio Ethyl Chloride 
insure absolute purity and compliance with speci- 
fications of the United States Pharmacopoeia. 


THE OHIO CHEMICAL & MFG. CO. 
1400 East Washington Avenue 


Madison 10, Wisconsin 
Gases, and Supplies for the Protession, 


¢ ‘ eo 
Hospitals and Research Laboratories 


BRANCH OFFICES IN PRINCIPAL CITIES qi 


Manufacturers of Medical Apparatus, 












Send gor FREE FOLDER 








Orderlies’ Uniforms 


The best black and white 
striped duck e Long Wearing 


Training School Outfits 


COMPLETE, FOR THE 
STUDENT NURSE 











MAIL COUPON TODAY! MAIL COUPON TODAY! 


C. D. WILLIAMS & CO. H-849 
246 South I!th Street, Philadelphia 7, Pennsylvania 


§ Send folders describing..............0005- a Puiteia aoe 
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2Quality-Proven 
HODGMAN 
SHEETINGS 


ARE STANDARD AMONG 
LEADING HOSPITALS 
Meets all requirements of American 

re ogee Association. 
our supply house or send for 


samole e swatches of regular and light- 
weights. 


HODGMAN RUBBER CO. 


FRAMINGHAM, MASS. 
Offices in io York, Chicago and 


an Francisco 

















REAL VALUE... 


Cresol 


Compound, 
U.S.P. 


Soft Soap, 
U.S.P. 


These scientifically prepared 
products are produced in a 
modern factory . . . econom- 
ical to use, and priced for 
limited budgets. 


RETORT 


Pharmaceutical Co., Inc. 


Manufacturing Chemists 
42-25 NINTH STREET 
LONG ISLAND CITY 1, N. Y. 
STillwell 6-1200 
& 

Specialists in Private Formulae Work 


Complete Line of N.F. and U.S.P. 
Pharmaceuticals 











Kurtz, Samuel M.—Architect—Samuel M. 
Kurtz Associates Architects, New York 


City 
La Brecque, Lucille E., R.N.—Anesthetist 
i! Memorial Hospital—Rochester, 


H. 
camer, Elsie Roop (Mrs.)—Exec. Secy.— 
Faulkner Hospital—Boston, Mass. 
Lawton, Robert P.— Asst. 9 a Mary 
Fletcher Hospital—Burlington, V 
Leavitt, Richard C.—Supt.—United * Hospi- 
tal—Port Chester, N. Y. 

Lee, John C.—Hosp. Rel. Dir. — Florida 
Hospital Service Corp.—Jacksonville 
Lindley, Nelson O.—Asst. Dir.—Beth Israel 

Hospital—Boston, Mass. 
Lockard, George C. Jr.—Stu. in Hosp. 
Admin. University of California, Berke- 


ley 

Mackenzie, C. T.—Mem. of Hospital Coun- 
cil—Salvation Army Home and Hospital, 
Philadelphia, Pa. 

Mahan, Daisy N.— Office Mgr. — Blessing 
Hospital—Quincy, Til. 

Mac Kinnon, Alice C.—Hosp. Inspector, 
Division of Hospitals, Massachusetts De- 
partment of Public ee 

Markowitz, Harry — Sup. of Pur. — Mount 
Sinai Hospital—New Vork City 

Marsh, Robert D.—President Bd a 
Memorial Hespital—Rochester, N. 

McVey, F. O.—Supt.—Clovis (N. Wiex.) 
Memorial Hospital 

Meagher, Cornelius—Asst. Mgr.—Elks’ Con- 
valescent nao ga Idaho 

Meenan, Margaret M.—Sup. Outpatient 
Dept. — Massachusetts General Hospital 
Boston 

Meldorf, Dorothy, R.N.— Admin. Asst. — 
oo Square Hospital — Baltimore, 


Mendelson, Joseph A., M.D.—Dir.—Dayton 
(Ohio) State Receiving Hospital 

Miller, Cecile—Dir. of Nurses and Nursing 
Service — Orange Memorial Hospital — 
Orlando, Fla. 

Miller, Ralph T.—Mem. of Hospital Council 
—Booth Memorial Hospital—Pittsburgh, 


Pa. 

Miller, William J.—Asst. Supt.—Cleveland 
City Hospital 

Mitchell, Mildred H.—Admin. Asst.—Uni- 
versity of Chicago Clinics 

Mitchell, Verda—Dir. of Nursing Service— 
Multnomah Hospital—Portland, Ore. 

Moreland, Ann, R.N—Admin.—Shawnee 
(Okla.) Municipal Hospital 

Morgan, Dorothy M.—Admin. Intern—St. 
Barnabas Hospital—Minneapolis, Minn. 

Moritz, M. A.—Bus. Mgr.—Denver General 
Hospital 

Mullins, Addie—Supt.—Christian Hospital 
—St. Louis, Mo. 

wee eee E.—Admin.—Union Hospital 

Murdock, Helen E., R.N.—Dir. of Nurses— 
Providence (R. 1) Lying-In Hospital 

Murray, Edward J., -D.—Med. Supt.— 
Julius Marks Sanatorium — Lexington, 


Ky. 

Newland, Thomas Wills—Admin.—Minnie 
G. Boswell Memorial Hospital—Greens- 
boro, Ga. 

O’Brien, John E.—Exec. Off.— Veterans 
—— Hospital — Castle Point, 


Palm, Mrs. Elizabeth, R.N.—Dir. Nursing 
and Purchasing—Swedish-American Hos- 
pital, Rockford, Ill 

Patterson, Mary E.—Admin. Intern.—Com- 
munity yp Fee Creek, Mich. 

Peng, Chi-Fu, M.D.—Student, Hosp. Admin. 
—yYale University—New Haven, Conn. 

Perry, Clyde W.—Bd. of Trustees—Barre 
(Vt.) City Hospital 

Petrie, Francis Martin—Admin. Res.—St. 
Barnabas a." for Chronic Diseases 
—New York Ci ity 

Peterson. John E.—Student Hospital Ad- 
min.—University of Chicago 

Pickel, James H.—Per. Off.—Veterans Ad- 
ministration Hospital—Lebanon, Pa. 

Polski, William V. Jr.— Bus. Dept. — St. 

Luke’s Hospital—Duluth, Minn. 

Pragnell, William H.—Supt.—Mount Ver- 
non (N. Y.) Hospital 

Presnell, U.A.V. (Mrs.) — Supt. — Presnell 
Hospital—Kennett, Mo. 

Price, Charles E., M.D.—Med. Dir.—Hahne- 
mann Medical College and Hospital, 
Philadelphia, Pa. 

Pugh, Walter S., M.D.—Chief Med. Off.— 
Veterans Administration—Regional Office 
—Syracuse, =. 

Quinn, a: James E.—Chaplain & Pub. 
Rel. Dir—St. Joseph’s Hospital—Koko- 
mo, Ind. 

Radliff, W. Ray—Exec. Secy.—Consultant— 
Griggs County Hospital Association — 
Cooperstown, N. D. 

Reding, Lawrence—Bus. Mgr.—Sparks Me- 
morial Hospital—Ft. Smith, k. 

Reeder, Roy T.—Asst. Admin.—Fairmont 
(W. Va.) General Hospital 


Reik, Louis E.—Asst. Supt.—Butler Hospi- 
tal—Providence, BR. 

Richard, A. P. II—Dir. —Eye, Ear, Nose and 
Throat Hospital—New Orleans, La. 

Richardson, John B.— Admin.- Intern ~~ 
Bishop Clarkson Memorial Hospital -— 
Omaha, Neb. 

Robertson, Frank O., M.D.—Dir. Health 
Services—University of Denver 

Rogers, Annie—Dir. of Nurses—Brockton 
(Mass.) Hospital 

Rojo, Fernando S., Maj., MSC=Registrar 
—Oliver General Hospital—Augusta, Ga. 

Roper, Lucy Allen—Supt.—Jennie Stuart 
Memorial Hospital—Hopkinsville, Ky. 

Ross, Myrtle C.—Supt.— John McDonald 
Hospital—Monticello, Iowa 

St. John, Thomas W.—Exec. Secy.—New 
York City Hospital Visiting Committee 

Samis, Sidney M., M.D.—Asst. Dir.—Monte- 
fiore Hospital—New York City 

Schaaf, Royal A., M.D.—Med. Dir.—Pres- 
he see Hospital in Newark — Newark, 


Seiler, Paul D.—Member hospital council 
William Booth Memorial Hospital — 

Covington, Ky. 

Shay, Margaret T.—Dir., School of ertng, 
Adelphi College—Garden City, N. Y. 

Shoemaker, A.—Bus. Mgr.—Pa. Dept. of 
Health, Tuberculosis Sanatorium No. 1— 
South Mountain, Pa. 

Sister Alice Marie, R.N.—Admin.—Hospi- 
tal of St. Anthony de Padua—Chicago 

Sister M. Raymond — Supt. — Queen of 
Angels Hospital—Los Angiten, Calif. 

Sister M. Stephanie—Admin.—Loretto Hos- 
pital—Chicago, Ill. 

Sister M. a ee —Holy Name Hos- 
pital—Teaneck, N. J. 

Smith, A. Leroy—Bd. of Trustees—Barre 
(Vt.) City Hospital 

Smith, Allums F.—Admin. Asst.—U. S. Ma- 
rine Hospital—Boston, Brighton, Mass. 

Smith, Chester — Dir.— Chester Smith & 
Associates-Fund Raising Counsel—Noro- 
ton Heights, Conn. 

Smith, William B.—Admin. Asst. & Con- 
troller—Aultman Hospital—Canton, Ohio 

Soto-Rivera, Jorge, M.D.—Tech. Advisor— 
Division of Hospitals—Caracas, Venezu- 


ela 

Springall, Arthur N., M.D.—Student—Hosp. 
Admin. — Yale University — New Hayen, 
Conn. 

Stacey, John M.—Medical Admin.—Stand- 
ard Oil Company (New Jersey) — New 
York Cit 

Stearns, Rhoda M., R.N.—Supt. Nurses — 
ig Memorial Hospital — Rochester, 


Steger, B. L., M.D.—Admin. Intern—Johns 
Hopkins Hospital—Baltimore 

Stohler, Edgar H. — Admin. — Catherine 
Booth Convalescent Hospital—Chicago 

Stuart, Eugenie M.—Asst. Prof. in Hosp. 

dmin.—University of Toronto—Canada 

Sturm, Meyer J.—A.H.A. roster hospital 
architect and consultant—Evanston, IIl. 

Tarlow, David H.—Acct.—D. H. Tarlow and 
Company, Accountants and Auditors — 
New York City 

Thompson, John D.— Student, Hosp. 
Admin. — Yale University — New Haven, 


Conn. 

Tolson, Edward L., Jr.—S. A. Sanitarium 
(R)—Public Health Service, Hospital Fa- 
cilities Div., Washington, D.C. 

Trunck, Alberta M.—Dir. of Nurses and 
Principal School of Nursing — Delaware 
Hospital—Wilmington 

Turner, James H.—School of Public Health 
— student, University of California — 
Berkeley 

Veeder, Fredric R.— Assoc. Dir. — Barnes 
Hospital and Washington University 
Clinics—St. Louis, Mo. 

Voight, Corinne L. — Supt. — Woodstock 
(Ill.) Public Hospital 

Warburton, Olga I.—Supt.—Robert Breck 
Brigham Hospital—Boston, Mass. 

Weber, Isabel — Student — hosp. admin. — 
University of Chicago 

White, H. C., M.D—owner—H. C. White 
Clinic—Fort Walton, Fla. 

Williams, Russell B. — Admin. Intern — St. 
Francis Hospital—San Francisco, Calif. 
Wilson, Roy L.—Exec. Off.—Veterans Ad- 

ministration Hospital—Brecksville, Ohio 

Wilson, W. Travis — Admin. — Memorial 
Hospital—Corpus Christi, Texas 

Wolfe, Ann C., R.N.—Supt.—Boone (Iowa) 
County Hospital 

Wolfe, William S.—Admin.—Freeman Hos- 
pital—Joplin, Mo. 

Wolin, Emanuel R.— Admin. — Strange’s 
Hospital—MclIntosh, Fla. 

Wolz, Kenneth E.—Admin. Intern—Charles 
T. Miller Hospital—St. Paul, Minn. 

Wymer, John F., Jr.—Admin.—Good Sa- 
maritan Hospital, West Palm Beach, Fla. 

Zimoski, Herman F. Jr. — Asst. Supt. — 
Hackley Hospital—Muskegon, Mich. 

Zinnemann, George — Asst. Admin. — Me- 
morial Hospital—_New York City 


HOSPITALS 





